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For many American women, insurance restrictions and lack of access restrict
women’s options when choosing birth experiences. This research uses a biocultural
approach and cognitive anthropological methods to explore the ways and the degree to
which alternative birthing practices, such as home-, clinic-, and hospital-based natural
births, and midwifery services, physically and emotionally affect the women and infants
who experience them. This research explores the reasons women pursue natural or
alternative births. These topics are explored through interviews with women who have
had natural births, who have used midwifery services, and who have had highly
medicalized, OBGYN-attended births. Findings indicate that while there is not an
overarching cultural model of how women want to experience birth, there is a shared
cultural model concerning the nature of birth among Mississippi women. Results show
that women benefit more, emotionally and physically, from natural birth and midwifery
care than from highly medicalized birth.
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CHAPTER I
INTRODUCTION

The medicalization of childbirth has a long and fraught history in the United
States. For more than a century, pregnancy and childbirth have generally been considered
to be medical emergencies from which mother and baby must be rescued by a team of
medical personnel, including a surgically trained obstetrician (Goer 1999; Tanzer and
Block 1976; Wertz and Wertz 1979). Before this, pregnancy and birth were considered to
be normal episodes during a woman’s life cycle (Goer 1999). Research has shown that
many American women today have grown up with the belief that few women can manage
labor without pain medication (Leavitt 1986; Goer 1999). Labor and delivery generally
take place in a hospital and involve numerous medical interventions,1 and in 2010, 32.8%
of all U.S. births were cesarean deliveries (CDC 2013), a major surgery that brings with it
the potential for serious complications (Goer 1999).
In countries like Denmark, which acknowledge that pregnancy and birth are
relatively healthy parts of many women’s lives, healthy low-risk women are still most
frequently attended by midwives, not surgeons, and birth often takes place outside of the

“Intervention” refers to virtually any medical intervention, including the use of Pitocin to induce
or speed labor, epidural anesthesia or narcotics to dull or eradicate pain, episiotomy, cesarean section,
forceps or vacuum extraction, artificial rupture of membranes (breaking the amniotic sac), continuous
electronic fetal monitoring (either with an external belt attachment or internal attachment screwed into the
fetus’s scalp), etc.
1

1

hospital setting (Goer 1999). Overall, Denmark has much better birth outcomes than the
United States; the two countries rank 26th and 48th in the world for infant mortality,
respectively, and 32nd and 47th2 in the world for maternal mortality, indicating that
Denmark’s birth outcomes are superior (CIA 2012). Since Danish women are not
significantly healthier than American women overall (Epstein 2008), differences in birth
outcomes are attributed to differences in the management of labor, including Denmark’s
much lower intervention rates during healthy labors and births (Epstein 2008; Goer
1999).
The cesarean rate in the US is approximately one-third of all births, far higher
than the maximum rate recommended by national and international health organizations
such as the World Health Organization (WHO). The WHO asserts that a "natural"
cesarean rate (i.e., the rate of cesareans medically necessary for the safety of mother or
child) should be no more than 10% of all births, and that when a rate climbs above 15%,
the surgery, with its attendant risks, does more harm than good on the whole (Goer 1999).
This is particularly alarming in light of the 32.8% cesarean rate in the US in 2010, which
is largely a result of the growing popularity of elective cesareans and the growing
concern of obstetricians that a vaginal delivery may result in malpractice suits (Epstein
2008; Goer 1999). The Farm, however, a popular midwifery center in Tennessee which
has been operating since the 1970s, has a cesarean rate of less than 2%, with no worse
maternal and infant outcomes (i.e. infant and maternal morbidity and mortality) than

The ranking for infant mortality extends from 1 (the country with the lowest infant mortality rate,
that is, the country in which the fewest infants die) to 222 (the country with the highest rate). The ranking
for maternal mortality extends from 1 (the country with the lowest maternal mortality rate) to 183 (the
country with the highest rate) (CIA 2012).
2
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those seen among the general American population (The Farm 2006). Similarly, an inhospital birth center in a large Los Angeles hospital serving mostly low-income women
had a 2% cesarean rate between 1981 and 1992, during which time it served over 36,000
women, and it had birth outcomes comparable to the affiliated hospital (Greulich 1994).
These statistics indicate that a cesarean rate of approximately 32% is medically
unnecessary and, because cesarean sections are major surgeries with risks such as
hemorrhage and infection, potentially dangerous.
Unfortunately, many women in the U.S. who may want to avoid a medically
unnecessary cesarean have little control over this. Due to geographic barriers, in which a
service such as midwifery may simply be unavailable in a woman’s area, insurance
barriers, in which a woman’s coverage may only cover hospital birth, and legal barriers,
in which midwifery may be illegal in a woman’s home state, many women have little
choice in where they give birth and what kind of caregiver they use (Goer 1999; Oakley
1984). In Alabama, for example, all midwifery except for in-hospital nurse-midwifery is
illegal (Alabama Code 2009), thus a woman who wishes to give birth outside of the
hospital setting must either give birth unattended, or ask a midwife to break the law and
attend her at home. Many women in other states are constrained by insurance coverage
that often dictates where they must give birth, which for most policies means in a hospital
with a physician attending (Goer 1999). As discussed in the following chapter, evidence
indicates that there is no medical reason why a healthy, low-risk woman must give birth
in a hospital, and must be attended by a surgically trained physician (Goer 1999).
As a reaction against poor birth outcomes, lack of choice, increasing control of
medical decisions and options by health insurance companies, and dissatisfaction with
3

labor management in hospitals, there is a growing movement in the US for women to take
control over their own reproduction and to choose the birth experiences that are right for
them, whether that be a highly medicalized hospital birth or a less medicalized home
birth (Improving Birth 2012; Wertz and Wertz 1979). This grass-roots movement,
spearheaded by midwives, doulas, and American mothers, seeks to raise awareness of the
safety and potential benefits of alternative birthing options, as well as change individual
state laws to allow for more freedom of choice in birthing options (Improving Birth
2012). This research project will help those interested, whether midwives, obstetricians,
expectant parents, or just curious Americans, to better understand the reasons behind
these women’s desire for more personal agency in the realm of pregnancy and birth, and
how this agency in choosing their own experience can potentially lead to better birth
outcomes.
Aims
The first aim of this research project was to explore the self-reported3 ways and
degree to which alternative birthing practices in northeast Mississippi, such as home,
freestanding birth center, or hospital-based planned natural births, affect (physically,
mentally, or emotionally) both the women who experience them and their children. A
secondary aim was to explore the reasons women choose to pursue planned natural births,
and why they prefer to give birth either at home, in a freestanding birth center, or in a
hospital. That is, what factors go into the decision making process as women make

3
That is, the women’s personal beliefs about their own experiences and how the experiences have
affected them and their children.

4

healthcare decisions for themselves and their unborn children. Answers to these research
questions were determined by the women’s responses to ethnographic inquiry, and semistructured interview questions that included freelisting, pile sorting, rating, and ranking
tasks.
Using a two-group posttest only: static group comparison design (explained
below) (Bernard 2006) and cognitive anthropological methods such as freelisting, pile
sorting, rating, and ranking (Bernard 2006; Jackson 2009; Quinlan 2010; Weller and
Romney 1988), this study, framed by a biocultural perspective, examined the knowledge
and beliefs of women concerning the ways in which different birth experiences affect
mothers and their children, both positively and negatively. The women interviewed have
either had a planned natural birth, are planning to have a planned natural birth, or have
never had a planned natural birth (i.e., have experienced only medicalized, hospital
births) and possibly do not desire one. The two-group posttest only: static group
comparison design involved interviewing two groups of women, one of which has had an
intervention of some kind, and one of which has not had that intervention. In this case,
the intervention was the experience of a planned natural birth, and the two groups of
women comprised those who have had or intend to have a planned natural birth or those
who have never had a planned natural birth. This research aims to provide an
understanding of how planned natural birth (defined in the “Definition of Term” section
of this chapter), in any setting, provides healthy women with a physically and
emotionally safe alternative to the hospital based, intervention-heavy birth model that has
become the norm in America today.

5

The specific hypotheses for this project are: 1) there is a shared cultural model,
with some intracultural variation, of a positive and appropriate pregnancy and childbirth
experience among women living in northeast Mississippi; 2) women who experience a
planned natural birth will report that they and their children benefited from it both
emotionally and physically; 3) they will report that the emotional and physical benefits
derive from the opportunity to experience the birth process in a safe, comforting
environment where they feel they have control, and that this is a main factor in choosing
to plan a natural birth; and, 4) women who have had a planned natural birth will report a
more positive birthing experience than those who have not had a planned natural birth.
This study adds to the body of research concerning the natural birth and birth
choice movements that are underway in this country today. This research was intended to
study the self-reported effects of birth choice and natural birth, and by interviewing
women who have had natural birth and those who have not, examine the general
perception of the safety of natural birth outside of a hospital setting. It adds to the
literature on the self-reported physical and emotional effects of birth outside the hospital
setting and the benefits of informed choice in birth experience.
Numerous medical studies have been conducted to examine physical health
outcomes, risk, and safety of out-of-hospital births in the US (Johnson 2005; Olsen 1997,
Rooks et al. 1989, Scupholme and Kamons 1987). These general health outcomes for
women and infants are well established in the literature. This research focuses more on
outcomes like those explored in Tanzer and Block’s (1976) examination of the
psychological effects of natural versus intervention-heavy hospital birth. Since childbirth
is such an important experience in many women’s lives, more research with this focus
6

should be done to examine the emotional and social effects of such births. In taking a
different perspective by addressing the emotional and psychological outcomes, this study
generates greater understanding of the importance of the emotional and mental side of
childbirth. By increasing awareness about alternative birthing options, this research
contributes to the healthcare literature concerning the movement against the
medicalization of childbirth and poor health outcomes discussed above.
Definition of Terms
There are several terms that are used throughout this research that must be defined
to avoid confusion. There has been much debate about what, specifically, is meant by a
“natural birth.” Some Americans, professionals in the field and laypeople alike, are of the
opinion that hospital births without painkillers qualify, while others argue that only births
with no medical interventions whatsoever qualify (Mansfield 2007). Some consider this
latter option a “holistic” birth and claim that a simple “natural birth” encompasses an
ambiguous wider range of experiences. Mansfield (2007) analyzed the rhetoric of various
natural childbirth books aimed at expectant parents and found three broad themes that are
required of a natural birth. The first element is the mother’s activity during labor and
birth. Labor and birth are something women do, not something done to them. Moving
around can reduce stress and anxiety, and walking and changing positions at will can help
alleviate pain. Not remaining on her back for the duration is not only physically
beneficial, but it allows the woman be more actively involved in the birth process (Jordan
1978; Ratcliff 2002). After all, a laboring woman is not sick.
The second element is preparing oneself before birth (Mansfield 2007). It is
important for a woman to know exactly what is happening to her body during labor and
7

delivery (for example, to understand the origin and purpose of the pain), to know what
everyone’s job will be during labor, to know how to get and stay healthy and in shape
(labor is, after all, an endurance event), and to prepare emotionally by thinking and
talking through her fears and reservations beforehand.
The third element is social support (Mansfield 2007; Tanzer and Block 1976). It is
important for a laboring woman to know she has the support of those around her, and that
she will not be condemned for breaking the mold. During labor itself, a woman with
supportive family or friends around her is less likely to have a prolonged labor and thus
to have interventions such as a forceps delivery or a cesarean (Caton 1999). A woman
should also have the support and respect of her caregiver. There should be a partnership
between the woman and her caregiver in which the caregiver helps the woman give birth
(Mansfield 2007).
In the context of this research, a “planned natural birth” refers to a birth that takes
place in a hospital, birth center, or home, with any kind of attendant (including a
midwife, physician, or a person with no formal medical training), that has been
previously planned to include no medical interventions. That is, no chemical pain killers
(such as an epidural), no chemical interventions (such as Pitocin to speed labor), no
medical interventions during the birth itself (such as the use of forceps), and no major
surgical interventions such as a cesarean.
A certified nurse-midwife (CNM) is a licensed nurse who has taken additional
classes in midwifery and has subsequently been certified by the American College of
Nurse-Midwives (MANA 2012). Throughout this paper, a nurse-midwife will always be
referred to as a “nurse-midwife.” A certified professional midwife (CPM) is an
8

independent practitioner of midwifery who has received formal training and been
certified by the North American Registry of Midwives. This is an international credential
and requires experience in out-of-hospital settings. A direct-entry midwife (DEM) is an
individual who may have received training through apprenticeship, workshops, or a
formal training program, and may or may not be certified. A certified midwife (CM) is an
individual who has received formal training and has been certified by a state or regional
midwifery organization. A licensed midwife (LM) is someone who has been licensed to
practice in a particular region (such as a state), and a lay midwife generally has had no
formal training and has no certification (MANA 2012). The term “midwife” will be used
throughout this paper to refer to CPMs, DEMs, CMs, and LMs.
The terms “caregiver” and “attendant” are used interchangeably here to mean
either a doctor or a midwife, and “caregiver” is the term used most frequently. The terms
“doctor,” OBGYN,” and “OB” are used interchangeably. When the term “doctor” is used,
it always means an OBGYN.
Summary of Chapters
Chapter two is a review of the literature concerning natural birth and midwifery in
the United States and more specifically in Mississippi, from approximately the nineteenth
century to the present, 2013. This chapter also includes background discussion of the
theory and methods that shaped this research. Chapter three covers the setting of the
research and the methods, explaining the methodology and laying out a timeline for
conducting the research.
Chapter four presents the results of the quantitative parts of the interviews. It
begins with the demographics of the sample and then uses tables and figures to help
9

explain the results of the quantitative tests used, including pile sorts, ratings, and
rankings. Chapter five presents the results of the qualitative interview questions
concerning women’s perceptions and experiences of pregnancy, labor, and birth. This
chapter includes many quotes so as to allow the women to speak for themselves.
Chapter six includes a discussion of the research and the results, including a
discussion of whether or not my hypotheses are supported, a discussion about the
direction childbirth is going, and should go, in the US, and a conclusion.

10

LITERATURE REVIEW

Historical Background
The earliest fieldwork conducted in anthropology, carried out during the
nineteenth century, was overwhelmingly conducted by men for whom pregnancy and
childbirth were generally not the focus. Even if they were interested, men were frequently
not allowed access to this women-centered cultural domain (Davis-Floyd 1996; Jackson
2009). Because of this, aside from the rare piece examining it (Engelmann 1884),
pregnancy and birth were rarely featured as topics of research and when they were, they
tended to be included among examples of rituals among the people being studied rather
than as topics in their own right (Davis-Floyd 1996; Jackson 2009).
Though the end of World War II brought widespread public health campaigns,
and along with them, a new interest in women’s health, several decades later, Mead and
Newton’s (1967) cross-cultural survey of pregnancy and birth brought to light the fact
that there remained a dearth of anthropological work on the subject (David-Floyd 1996;
Jackson 2009; Mead and Newton 1967). With the surge of the women’s liberation
movement during the 1960s and 1970s in the US, and the entrance of more and more
women into the discipline of anthropology, this cultural domain became a viable topic in
its own right. These women were developing what is now known as feminist
anthropology (Browner 2000; Jackson 2009).
11

In addition to feminist anthropology, a surge in the feminist movement in the US
during the 1970s brought with it women’s changing attitudes toward birth. Women
involved in the women’s liberation movement (and many not directly involved) desired
more choice, agency, and power (i.e. equality with men) in everyday life, and in the
birthing room. Most OBGYNs at the time were men who held all of the power, over the
nurses, and especially over the women giving birth. Many women wanted to take this
power for themselves, and women’s involvement in their own birth experiences grew
rapidly (Goer 1999).
In the ensuing decades, an abundance of anthropological research was conducted
all over the world on the topics of pregnancy and birth, variously considering their social,
political, economic, physical, and emotional aspects (Davis-Floyd 1992; Jordan 1978;
Laderman 1983, 1987; McClain 1975; Oakley 1976; Sargent 1982, 1989), as well as the
issue of choice in childbirth, which has been a growing concern in modern American
society (Improving Birth 2012; Davis-Floyd 1996; DeJoy 2010; McClain 1975; Sargent
1982). This past anthropological research makes it clear that attitudes surrounding
pregnancy and birth tend to reflect wider cultural norms and values, which is why these
attitudes – and thus practices and rituals – vary so much from one culture to another
(David-Floyd 1996; DeJoy 2010; Handwerker 1990; Jordan 1978). The dominant
American culture today tends to be very technology-centered, reveres the medical
establishment, and holds the opinion that a greater expense automatically equals better
service (DeJoy 2010). All of these norms result in a dominant cultural view of childbirth
as better if it is tech/intervention-heavy, controlled by the medical establishment, and
expensive, thus, along with other factors such as hospital procedure and insurance policy,
12

perpetuating the medicalization of childbirth (Davis-Floyd 1996; DeJoy 2010; Tanzer and
Block 1976).
The medicalization of childbirth in the United States began in force during the
nineteenth century (Arney and Neill 1982; Wertz and Wertz 1979; Wolf 2009), some
argue with the “advent of painkilling drugs” (LaPoint 2011:43). Before this time,
laboring women were almost universally attended by supportive female friends, relatives,
and a midwife, who tended to be an older woman, a mother herself, and who had
experienced and attended numerous births (Arney and Neill 1982; Leavitt 1989 and 2009;
Wertz and Wertz 1979). During this time in Western cultures, pain was considered a
normal if unpleasant, and at times excruciating part of childbirth, but it “signaled a
woman’s active participation in birth” (Arney and Neill 1982:1). With advancements and
the growth of modern medicine around the turn of the twentieth century, obstetrics sought
ways to alleviate this pain and to save mother and child in the rare event of a medical
emergency during labor, such as an obstructed birth (in which the fetus will not fit
through the birth canal), or placenta previa (in which the placenta has grown over the
opening to the cervix). As more and more births began to occur in hospitals, midwives
were pushed to the side and slandered by the medical establishment, portrayed in
propaganda as dirty (especially unnerving in a time of high infection rates, before
antibiotics), ignorant old women (Wertz and Wertz 1979). Though many obstetricians
had good intentions, truly believing their methods were safer, many early obstetricians
sought to “criminalize [their] competition” in order to monopolize control of pregnancy
and birth (LaPoint 2011:44). Their efforts paid off as sterile hospitals came to be seen by
the general public as the safest, most ideal place in which to give birth.
13

The medical establishment, however, was not universally beneficial to laboring
women (Arney and Neill 1982; Leavitt 2009). For instance, hospital policy during the
first three quarters of the twentieth century, meant to reduce infection risk and increase
efficiency, excluded nearly all visitors. This made the maternity ward an exceedingly
lonely place for many women (Leavitt 1986, 2009). In addition to this, as (mostly male)
doctors came to control labor and birth, women were pushed into a subordinate position,
both figuratively and literally (Wolf 2009). The lithotomy position, in which the laboring
woman lays on her back with her legs either in stirrups or held up and back by attendants,
is the most convenient position for the doctor, but one of the worst positions for mother
and fetus (England and Horowitz 1998; Goer 1999; Leavitt 1986). It allows the doctor to
sit at the end of the bed or table and have a clear view of the woman’s birth canal and the
emerging neonate, and to catch (or pull) the neonate easily. However, it is of great benefit
to a pushing woman if she is allowed to use gravity to her advantage; that is, if she is
allowed to be in an upright position, whether that means sitting up, squatting, or kneeling.
There is less chance of tearing of the perineum or vaginal wall, and the upright position
allows the pelvis to open more fully and thus enables the neonate to emerge more easily
(England and Horowitz 1998; Goer 1999). Studies (Thies-Lagergren et al. 2012) have
also shown that an upright position can significantly shorten the second stage of labor
(the pushing stage). Tearing is often addressed with an episiotomy, which is a surgical cut
into the vaginal wall to make the opening larger. While routine for some physicians,
studies have shown that episiotomy actually increases a woman’s chance for a serious
tear, indicating that they should only be used when they are truly necessary for the infant
to fit through the birth canal (Goer 1999).
14

A Swedish study concerning birth position conducted between November 2006
and July 2009 randomly assigned 1,002 first time mothers (in which labor is generally
longer than in subsequent births) to birth on a birthing seat (and thus in an upright
position) and birth in any other position (mostly the lithotomy position) (Thies-Lagergren
et al. 2012). The study found that women assigned to the birth seat had a statistically
significantly shorter second stage of labor (the pushing stage). The authors suggest the
birthing seat as an effective non-medical method to reduce the pushing stage in laboring
women. Yet despite abundant evidence to the contrary, including studies demonstrating
that women all over the world, when allowed to choose their own birthing position,
almost always choose an upright position, the vast majority of women who labor in
American hospitals are confined to the lithotomy position (Mansfield 2007).
Pain is a prominent concern in childbirth, and what pain there is during pushing
can be exacerbated by the lithotomy position but greatly reduced by an upright position
(England and Horowitz 1998; Goer 1999). Women are enculturated from childhood to be
terrified of the pain of labor and birth, and this is so ingrained that by the time women are
of childbearing age, many do not even consider the alternative. They assume they will
have an epidural (DeJoy 2010). During the beginning and middle of the twentieth
century, obstetricians worked very hard to either eliminate this pain or erase it from a
woman’s memory, and by doing so they convinced most women – intentionally or not –
that women can rarely handle the pain of labor without medication (Arney and Neill
1982; Caton 1999; Leavitt 1986; Wolf 2009). For close to a century, the use of general
anesthesia followed by a forceps delivery was the most common mode of hospital
delivery (Leavitt 1986). Then, during the early decades of the twentieth century,
15

scopolamine and morphine began to be used to induce a “twilight sleep” in which, due to
the amounts of each medication in the mixture, pain was not eliminated, but the memory
of it was (Caton 1999; Leavitt 1986 and 2009; Wertz and Wertz 1979; Wolf 2009). Many
women had to be tied down while in this state to prevent them from thrashing so hard
from the pain and the virtual removal of their self-control that they injured themselves.
Often, a woman did not know she had delivered her baby until her husband or a nurse
told her.
Along with doctors, from the 1920s to the 1940s, many women who supported
female empowerment and gender equality were proponents of this method of birth. They
insisted that women should not have to suffer through the pain of childbirth simply
because they are women (Arney and Neill 1982; Leavitt 1986). During the 1930s,
obstetricians began to use local anesthesia in situations in which there were any
contraindications to general anesthesia (Caton 1999). At the time, this option was seen as
one for “fearless” women, because they would be fully present and aware during labor
(Arney and Neill 1982).
Present Day Background
Today, the experience of pain during birth is considered by those in the natural
childbirth movement to be a manageable, tolerable pain, especially if women are
educated about labor and birth and encouraged not to be afraid of the process (Arney and
Neill 1982; Caton 1999; England and Horowitz 1998; Goer 1999). Survey research has
shown that many women now see pain during birth as a sign that they are actively
participating in the delivery of their children, and that can be a very empowering
experience (England and Horowitz 1998; Leavitt 1986). This can be threatening to
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obstetricians, who “largely deal in mitigating fear and pain through medical technology
alone” (Arney and Neill 1982:16). Education (about the physiological process of birth
along with pain coping techniques) and determination, as it turns out, can be all a woman
needs to make it through labor without medical technology. Natural birth proponents
encourage childbirth educators to teach the hormone cycle that propels birth. Rather than
only presenting the “Fear-Tension-Pain cycle,” in which fearful women tense up during
labor, leading to greater pain, which in turn leads to greater fear, etc., it is argued that
childbirth educators should also present the “Oxytocin-Pain-Adrenaline-Endorphin
cycle” (Hotelling 2009). Simply put, when oxytocin4 is released by the mother and fetus,
contractions increase in intensity, and as the pain then increases, adrenaline is released,
slowing down the release of oxytocin at the same time the mother’s endorphins are rising,
effectively “modulating” the pain. The adrenaline then decreases as more oxytocin is
released, and the cycle continues with “larger and larger amounts of oxytocin and
endorphins,” until the mother pushes out the baby (Hotelling 2009:46). When women are
educated in childbirth classes about how their bodies are designed specifically to be able
to give birth, they learn that “ecstatic, undisturbed… normal, natural birth” is possible
(Hotelling 2009:48).
In addition to education, having a caregiver who knows and supports alternative
pain relief options makes a difference in women’s experiences of labor pain. During the
1980s, fifteen American home-birth midwives were asked for a list of pain relief

Pitocin, artificial oxytocin, is very commonly used through an IV to stimulate contractions.
Pitocin, however, cannot cross the blood-brain barrier, and so the laboring woman will not experience the
relief of the adrenaline and endorphins. For this reason, artificially stimulated labor often does become too
painful for a woman to bear without chemical painkillers (Goer 1999).
4
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techniques that they use, and the answers included massage, reflexology, acupressure,
warm baths (often called the midwife’s epidural), breathing and relaxation techniques,
walking and moving around, visualization, encouragement, and “vocalization of pain”
(Sakala 1988:1150). The midwives, and increasingly the medical establishment
(Cunningham et al. 2010:444-463; Gibbs et al. 2008:43-59), all agreed that chemical
painkillers carry risks, including the transfer of high levels of drugs from mother to infant
across the placenta, which can inhibit infant respiration after birth (Caton 1999), and that
almost all women can cope without them with proper care and encouragement (Sakala
1988).
The birth philosophies of midwives and medical doctors differ markedly, and
provide women with vastly different birth experiences. Unlike many biomedical
practitioners, such as medical doctors and nurses, midwives tend to view childbirth as a
natural rite of passage, not a medical event (Mansfield 2007; Wertz and Wertz 1979). As
such, midwifery seeks to move away from the biomedical image of pregnancy as an
illness in need of medical intervention and return to more holistic practices and beliefs,
which view pregnancy as a normal experience of which the pregnant woman should be in
charge, since she knows her body best. There is a “Midwives Model of Care” that is
defined and adhered to by the Midwives Alliance of North America. It posits that
“pregnancy and birth are normal life events” and includes:
monitoring the physical, psychological and social well-being of the mother
throughout the childbearing cycle; providing the mother with individualized
education, counseling, and prenatal care, continuous hands-on assistance during
labor and delivery, and postpartum support; minimizing technological
interventions and; identifying and referring women who require obstetrical
attention… The application of this model has been proven to reduce to incidence
of birth injury, trauma, and cesarean section. [MANA 2012]
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Midwives work from the point of view that women give birth and that the woman is the
most important actor during the labor and birth process, as opposed to the experience
some women have in hospitals that birth is simply happening to them, and that the doctor
delivering the baby is the important actor (Arney and Neill 1982). Though birth is both
physical and mental, and fear and anxiety on the part of the mother have been shown to
slow labor down, biomedicine tends to downplay the mental component (Arney and Neill
1982; Tanzer and Block 1976). According to Arney and Neill (1982:5), Grantly DickRead, the first major proponent of natural childbirth in Britain, desired women to give
birth in a position that “allows a woman to see and hear her attendant” so that “her wishes
must be considered,” which will give her a greater sense of control and reduce her
anxiety.
Many medical doctors are more focused on managing sickness than on
maintaining health, and some see every birth as a potential problem waiting to happen
(Davis-Floyd 1996; Mansfield 2007). Obstetricians are trained in surgical techniques to
use in case of emergency or a poorly progressing labor, and as such, during normal,
healthy, intervention-free vaginal births they have little to do. In the view of the medical
establishment, “medicine replaces risky natural processes with technological practices
that are better because they introduce human control into the birth process” (Mansfield
2007:1085), yet that is human control on the part of the doctor, not the laboring woman.
Women tend to feel much less in control when giving birth in a hospital, where it is
generally assumed that the doctor knows best (Leavitt 2009). Moving birth into the
hospital was supposed to be safer for women and babies, whether they were healthy or
not. Unfortunately, as more and more women came
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under the medical gaze of the obstetric ‘panopticon,’ obstetricians widened their
ideas of what was abnormal in childbirth. This was… at the expense of the ‘vast,
ill-deﬁned gray zone between the obviously normal and the clearly abnormal
case’, reﬂecting the idea of there being a continuum of normal variability…
[Darra 2009:299]
It is almost impossible to define what is “normal” during labor and birth because every
woman’s body is different, every labor is unique, and vastly different labors (in terms of
speed of progression, pain level, etc.) result in healthy mothers and babies. With narrower
and narrower definitions of what is normal, more and more women are being classified as
having an abnormal labor and are thus being subjected to medical interventions that in
many cases are premature or unnecessary. Midwives, on the other hand, tend to have a
much broader definition of what is normal, and so wait to intervene until they feel that
failing to do so would result in injury to mother or child (Goer 1999; Tanzer and Block
1976).
Since midwives and physicians tend to have very different birth philosophies, it
follows that when given a choice, a certain type of woman will choose to work with
midwives while another type will choose to work with doctors. This was found to be the
case in a Canadian study (Wilson and Sirois 2010) that collected data on 133 low-risk
women giving birth in four Canadian provinces in which midwifery is publicly funded.
Analysis indicated that women who chose a midwife as a caregiver scored higher on
“natural birth philosophy, health self-efficacy, egalitarian relational style preference, and
openness” than did women who chose an obstetrician (Wilson and Sirois 2010:69). That
is, the women who chose to use a midwife had a preference for as few medical
interventions as possible, were more health conscious, and preferred to be on equal
footing with their caregiver rather than a subordinate to the caregiver’s authority. Natural
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birth philosophy was found to be the single most significant factor in birth attendant
choice, and women who viewed childbirth as “natural and normal” and wished for more
control over the process were more likely to choose a midwife, while women who viewed
childbirth as “a risky process” and who were “more accepting of technology” tended to
opt for an obstetrician (Wilson and Sirois 2010:71). Women who chose a midwife were
found to desire more “active involvement” in decisions, minimal interventions, and a
good relationship with their caregiver (Wilson and Sirois 2010:71).
Waldenstrom and Nilsson (1993) conducted a study in Sweden concerning selfreported satisfaction5 with labor and birth care in two settings. The study compared
women laboring in an in-hospital birth center attended by midwives with those laboring
under standard hospital management in the obstetrics ward attended by midwives. They
found that nearly 80% of the women who gave birth in the birth center gave the highest
satisfaction rating to their labor care versus 50% of the women who gave birth in the
hospital, and the women in the birth center rated both their physical and psychological
experiences as more satisfying. Ninety percent of the women who gave birth in the birth
center said they would prefer the birth center for future births, while less than 50% of the
women who gave birth in the obstetrics ward said they would prefer standard hospital
management for future births (Waldenstrom and Nilsson 1993). This study indicates that
because women who gave birth in the birth center had more control over their labor and
experienced fewer routine interventions, they were more satisfied with the overall
experience.

5
Throughout this proposal and research, “satisfaction” refers to a woman’s self-reported feelings
about her own experiences, judged by the criteria she deems to be personally important.
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The differences in satisfaction women have with their birth experience frequently
stem from the birth philosophy of their caregiver and how well that philosophy matches
up with their own. Midwives tend to have a more holistic view of birth and thus are more
concerned with the mother’s emotional and mental state and overall health than are most
obstetricians (Haertsch et al. 1996). Because of this, most midwives make a concerted
effort to allow the mother as much control over decision-making as is safe, have very
open lines of communication, and, when working in a freestanding birth center, try to
make the birth rooms as homey and comfortable as possible and allow any and all visitors
the mother desires (Davis-Floyd 1996). Many obstetricians, on the other hand, only or
mainly focus on the physical success of the delivery and as such, put little effort into
making the mother emotionally comfortable or the labor and delivery rooms less sterile
and institutional (Goer 1999). Most obstetricians understandably believe that they know
what is best for the mother and fetus, but some go so far as to become irritated if the
expectant mother tries to have an open conversation with her doctor about her options or
doubts her doctor’s judgment. This can leave the mother-to-be feeling as if she has no
control, and as if her opinions about her own birth experience do not matter (Goer 1999;
Leavitt 2009). This does not, of course, describe all obstetricians, but it is clear from both
the literature and personal experience that it applies to many, and as such, many women
remember their birthing experiences in hospitals as being undignified and
disempowering. This is especially true of those women whose own birth philosophies
match up more closely with those of midwives (Davis-Floyd 1996; Goer 1999). A
Canadian study comparing satisfaction of women who used a midwife as their caregiver
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versus an obstetrician found that women with a midwife scored higher on personal
satisfaction with the experience (Wilson and Sirois 2010).
Simkin’s (1991, 1992) studies of women’s satisfaction with their birth
experiences examined those experiences not only shortly after the birth, but also a second
time between 15 and 20 years later in order to gauge the long-term impact. Simkin
included 20 women in her study who had been involved in the natural childbirth
movement of the 1960s and 1970s6. Women in the sample filled out a structured
questionnaire and wrote an unstructured account of their birth experience several weeks
or months after the birth, and then again in the late 1980s. Simkin also conducted an
extensive interview with each woman during the second round of interviewing. Simkin
found that the women in the study were well aware that childbirth – especially with one’s
first child – is a watershed moment in a woman’s life (1991:207). Simkin split the women
into two groups, those with a high satisfaction rating and those with a low satisfaction
rating. Those in the high satisfaction group felt that they had accomplished something
important, felt that they were in control (all 20 women brought up the issue of control
without being prompted), felt the experience increased their self-esteem or selfconfidence (an important long-term outcome), and had good memories of their doctors
and had felt supported by their nurses. Every single woman in the low satisfaction group,
on the other hand, had negative memories of their doctors’ and nurses’ “words or
actions” (1999:206). Even 20 years later, several of these women felt upset because they

During the movement of the 1960s and 1970s, “natural birth” had slightly different connotations
than it does today. Then, a medical induction, the use of certain painkillers, and certain other interventions
were acceptable during a natural birth.
6
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had not been in control of their birth, because they had things done and said to them that
they did not want. Since all 20 women remembered specifics about their doctors and
nurses, this suggests that the quality of the attendants can have a huge impact on a
woman’s immediate and long-term memory of the experience. One woman had such a
bad experience with her doctor that she said, nearly 20 years later, that she has “always
felt that the medical profession was unable to really be helpful” (Simkin 1991:208).
Simkin (1991, 1992) found that the women’s memories “were vivid and deeply
felt” 15 to 20 years later (1991:203), and that their follow-up questionnaires and written
accounts were very consistent with those written shortly after the birth (1992). Eighteen
of the 20 women even reported the exact same amount of pain during labor as they had
reported shortly after the birth, despite the common belief that women forget the pain of
labor. Nine of the 20 women wept during the follow-up interview, either from joy or
remorse, indicating that the experience clearly left a very deep impression on the women.
Simkin (1991:210) found that control “was important not only to women’s satisfaction
with their birth experiences, but also to their subsequent emotional well-being,” and that
“the way a woman is treated by the professionals on whom she depends may largely
determine how she feels about the experience for the rest of her life.” Many women feel
that there is “… much more is involved in the outcomes of ‘a healthy mother and a
healthy baby’ than coming out of it alive with no permanent physical damage. The
potential for psychological benefits or damage is present at every birth” (Simkin
1991:210).
Much of the American public has a rather wary view of childbirth, thus they
support hospital births because they are seen as safer and the obvious choice (DeJoy
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2010). Yet studies have shown that women who give birth in freestanding birth centers,
whether attended to by a midwife or a physician, tend to be much more satisfied with the
overall experience (Hodnett 1996). As seen in Simkin (1991, 1992), much of this
satisfaction concerning out-of-hospital births stems from what is permissible for the
mother to do or have during labor. In one survey, 39 freestanding birth centers were
compared with those centers’ backup hospitals, and it was shown that many practices that
laboring women prefer, and that have been shown to have no adverse side effects on lowrisk women and may in fact be beneficial, are not allowed in the hospitals (Wolfe and
Gabay 1995). For example, 100% of the birth centers but only 3% of the hospitals
allowed women “light refreshment” during labor, 100% of the birth centers but only 46%
of the hospitals allowed the women to “walk about” during labor, 100% of birth centers
but only 37% of hospitals allowed the use of a shower or bath during labor, 100% of birth
centers but only 9% of the hospitals allowed the women to choose their position for the
birth, 100% of birth centers but only 17% of hospitals allowed the mother to keep her
baby with her the whole time following the birth, and 100% of birth centers but only 11%
of hospitals allowed “unlimited family participation” (Wolfe and Gabay 1995).
Safety is a very important concern when giving birth, and it is one reason why so
much of the public is hesitant about both midwives and out-of-hospital births. A study
conducted at a college in Florida analyzing college students’ opinions of midwifery found
that many viewed the choice of a midwife on the part of a mother to be a selfish one,
because she was seen as trading safety (hospital and doctor) for comfort (out-of-hospital
and midwife) (DeJoy 2010). A phone survey of 200 Americans found that only 54.5% of
those surveyed were confident in the ability of midwives to safely deliver babies
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(Johnson 1998). However, studies show that midwife-attended and out-of-hospital births
are just as safe as physician-attended hospital births when the woman in question is
healthy, has a low-risk pregnancy, and has trained attendants. Rooks et al.’s (1989) study
of 84 freestanding birth centers and 11,800 women found no abnormally high perinatal
(the weeks leading up to and immediately following birth) or newborn mortality rates,
meaning the numbers were equivalent to those of the average American hospital. An
analysis of data from six home birth studies of 24,100 women found that a planned home
birth, when attended by a trained attendant and backed up by a hospital (in case of
emergency), posed no excess risk to low-risk women or their babies. Only home births
with no trained attendant were found to be riskier (Olsen 1997).
Some physicians and medical personnel argue that the physical birth outcomes
(morbidity and mortality rates) from home births and birth center births are comparable
to hospital outcomes simply because the type of women who plan home and birth center
births are overall healthier and more educated and prepared than those who plan on
hospital births (Scupholme and Kamons 1987). A study by Scupholme and Kamons
(1987) found, however, that this is likely not the case. When overcrowding at a hospital
forced low-risk, low-income women who had planned on a hospital birth to give birth at
the hospital’s affiliated birth center, Scupholme and Kamons (1987) compared outcomes
between 148 matched pairs of women assigned to the birth center (due to overcrowding)
and women who chose the birth center from the beginning. The results showed that there
were not significantly different rates of maternal transfer into the hospital during labor,
newborn transfer, cesarean, or a significant difference in the condition of the babies at
birth, indicating that good birth center outcomes are not due solely to the increased
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motivation or will-power of the women who plan birth center births. That is, birth
outcomes for women assigned to the birth center were comparable to those of women
who had planned on the birth center (Scupholme and Kamons 1987). Hodnett’s (1996)
analysis of five trials in which a total of 8,000 low-risk American women were randomly
assigned to either standard hospital care or an in-hospital birth center upon admission
found no significant differences in rate of newborn resuscitation, prolonged newborn
hospital stay, or newborn admission to a neonatal intensive care unit (NICU).
In fact, midwife-attended births can be safer than physician-attended births.
MacDorman and Singh’s (1991) study compared infant outcomes of 153,000 American
women who had singleton vaginal births, delivered between 35 and 43 weeks, and were
attended to by nurse-midwives with a random sampling of 685,000 women who met the
same parameters as the first group except they were attended to by physicians. After
controlling for social and medical risk factors, the study found that the babies whose
mothers were attended to by a nurse-midwife were one-third less likely to die during the
first week of life and one-third less likely to have a low birth weight. This last point could
be because it is common practice for doctors to induce shortly after a woman passes her
due date, even though so-called due dates are really only estimates and the fetus may not
actually be overdue (MacDorman and Singh 1998). Many women, especially during their
first pregnancy, have a gestation length of 42 weeks and deliver perfectly healthy babies
at that time (Westfall and Benoit 2004).
In other cases, the location of birth, rather than the birth attendant, can make a
difference. Fullerton and Severino’s (1992) study comparing low-risk, nurse-midwifeattended hospital births in the U.S. with low-risk, nurse-midwife-attended birth center
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births in the U.S. found that “sustained fetal distress”7 occurred in 7% of hospital births
and 2% of birth center births, and that there was “great effort required to establish
respiration” in one in 100 hospital births versus four in 1,000 birth center births, less than
half the rate for hospital births (Fullerton and Severino 1992). This could be due to the
increased use of narcotic painkillers in hospitals that can cause changes in heart rate and
suppressed breathing in the mother and enter the fetus through the mother’s blood stream,
which in turn affects the neonate before and up to a day following delivery (Fullerton and
Severino 1992).
Midwives almost always have lower intervention rates than physicians (and outof-hospital births always have lower intervention rates than hospital births), yet they have
similar or better birth outcomes (Goer 1999; Johnson 2005). Blanchette’s (1995) study
compared cesarean rates and birth outcomes for a private obstetrics practice in the U.S.
serving mostly middle-class women and those for the group of midwives, supervised by
those same obstetricians, who ran a clinic serving urban low-income women. The lowincome women had more factors predisposing them to complications and thus had a
greater chance of requiring medical interventions such as a cesarean. Over more than 500
births, the private practice had a cesarean rate of 26%, while the clinic, whose patients
had a greater chance of requiring interventions, had a cesarean rate of 13%, and they had
similar birth outcomes. This indicates that the private practice obstetricians were
performing medically unnecessary cesareans, both scheduled and during labor
(Blanchette 1995). Outcomes of Johnson’s (2005) study analyzing 5,418 planned home

7
“Sustained fetal distress” here refers to an unusually low fetal heart beat for an extended period
of time, as well as suppressed breathing following delivery.
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births across the United States and Canada found decreased rates of medical interventions
and comparable infant and maternal mortality rates to low-risk hospital births in the U. S.
Many of the medical interventions used in hospitals during labor, which are meant
to increase safety for mother and child and improve outcomes, often do the opposite
(Goer 1999). Almost any intervention poses a potential risk, and there is a much higher
chance of having an intervention-heavy birth in a hospital than outside of one, and with a
physician than with a midwife. There is an all too common cascade of interventions that
occurs in hospitals, which begins when a woman’s labor is deemed to be progressing too
slowly. Many hospitals have unnecessarily tight guidelines about what qualifies as “too
slowly,” some performing a cesarean after the twelve-hour mark regardless of the fact
that healthy labors can easily last for more than a day. Medical personnel will connect
women to electronic fetal monitoring machines (EFM) and some administer Pitocin as
soon as the woman is admitted to the hospital to increase the frequency and intensity of
contractions. These new contractions are potentially distressing to the fetus and often
result in the mother asking for an epidural. The epidural will then work against the
Pitocin, slowing down labor, prompting the nurse to increase the Pitocin, resulting in
even stronger, longer contractions that, if the epidural worked perfectly (which it does not
always), the mother does not feel, but again increases the possibility of distressing the
fetus (Goer 1999). This fetal distress registers immediately on the EFM (without giving
the fetus time to potentially adjust to the stronger contractions), and suddenly, the
healthy, low-risk woman who checked into the hospital expecting an uneventful vaginal
birth is being wheeled into an operating room for an emergency cesarean. This cascade of
interventions resulting in major surgery may have been avoided if the woman’s body had
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been allowed to take its time in progressing through early labor, which harkens back to
the earlier discussion of the widening criteria for what is “abnormal” in labor (Goer
1999).
Because cesareans are now so common, medical staff and even family members
often treat them as routine, disregarding the fact that a woman is going through major
surgery. Besides the physical risks of surgery, such as infection, hemorrhage, nerve
damage, chronic pain at the incision site, etc., there is also the concern that a woman
expecting a vaginal birth may be upset or even traumatized by the realization that she
needed major surgery simply to give birth. Yet because cesareans are treated as routine,
many women are left to assume that they are overreacting, but they may be hesitant to try
labor and birth again (Goer 1999; Wolf 2009). Traumatic experiences, however, do not
only result from unexpected cesareans, but can be the result of any mismanagement of
labor or birth, which occurs most often in hospitals when a woman is not attended to by
her own obstetrician but rather by the unfamiliar obstetrician on call. This tends to result
in a rather impersonal experience, which is not likely to be the case in a smaller
freestanding birth center or at home, or with a midwife or physician who has attended a
woman throughout her pregnancy (Goer 1999). One woman, Holly, recalled her
traumatic vaginal birth experience that likely resulted from this impersonality and
insensitivity (Rosenthal 2006). As Holly recounted, “So here I'd been up all this time, in
all this pain, and he takes the baby out and what does he tell me? He said, ‘Your vagina
exploded.’ What a thing to tell a woman. ‘Your vagina exploded.’ What a thing to say!”
(Rosenthal 2006:382). The study's author concluded that the woman,
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… suffered extreme vaginal tearing, aggravated, or caused by, forceps, and went
through vaginal repair surgery. As a result of this injury, Holly had difficulty
post-partum: she suffered from depression, problems with breastfeeding because
of her inability to sit and position herself properly, and difficulty with scarring
and pain. She never had another child, and this experience left Holly with the
sense that she could not risk childbirth again. Of note, the child was healthy, and
this birth was considered a "good outcome”… quantitatively speaking. [Rosenthal
2006:382]
Though many physician-attended hospital births go off without a hitch, and many women
report satisfaction with their experience, there is a higher risk of infection, lifethreatening complications due to painkillers (such as an epidural), risky major surgery
(such as a cesarean), and emotional trauma when giving birth in a hospital (Goer 1999).
Present Day Concerns
It is logical that women should have the right to choose where and with whom
they give birth. Women should have control over their own reproduction, and as such,
they should be provided with the rights and information to make choices based on both
informed consent and informed refusal (Goer 1999:346). As LaPoint (2011:44) asserts,
“there is a set of risks that a mother takes when birthing in a hospital. There is a set of
risks she takes when birthing at home. The essence of freedom mandates that the choice
of which risks are taken be in the mother’s hands…”
Many Americans are unaware that licensed, certified midwives go through
extensive training to prepare them not only to help a mother through a healthy labor, but
also in how to respond when a complication arises (DeJoy 2010). Midwifery and out-ofhospital births can also drastically cut down on healthcare costs. Fewer interventions (all
of which come with a price tag), and avoiding a hospital bureaucracy results in vastly
reduced costs. As an example of the trajectory of public opinion in a country that is
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culturally and socially similar to the U.S., the number of midwives practicing in Canada
increased from 96 to 413 (an increase of 330%) between 1993 and 2002, in proportion to
demand (Wilson and Sirois 2010). In several Canadian provinces, midwifery care is
funded by the government the same way obstetrical care is, and more and more women
are choosing midwives as caregivers (Wilson and Sirois 2010). If the demand increases
similarly in the US, ideally, the legal and medical establishments would adjust
accordingly.
This research adds to the literature on current birth practices in the United States,
contributing to a better understanding of the different birth options women have and
women’s opinions of those options, especially natural and midwifery-attended birth, in a
state with currently some of the poorest birth outcomes in the country and legally
ambiguous midwifery laws.
Theory and Methods Background
Missing from the literature concerning midwifery-attended planned natural
childbirth is a holistic, biocultural perspective that examines the self-reported impacts on
mother and child, and thus the family unit. As Dressler (2005:20) states, the biocultural
perspective examines “how culture shapes and is shaped by human biology,” and is thus
“one of the major theoretical orientations” in medical anthropology. Despite the growing
popularity of midwifery-attended natural childbirth and the rich medical and social
research that has been carried out, few biocultural anthropological studies have been
conducted on pregnancy and birth. The examination here of the ways in which the
women’s physical and emotional needs shape and are affected by the planned natural
birth model is framed by the biocultural perspective.
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Cognitive anthropology also provides effective methods for conducting this
research. Cognitive anthropology involves the study of how people “understand and
organize the material objects, events, and experiences that make up their world… It is an
approach that stresses how people make sense of reality according to their own
indigenous cognitive categories, not those of the anthropologist” (Simova et al. 2009). I
included cognitive anthropological methods in my research because I am studying a
cultural domain – that of pregnancy and childbirth – and thus have used the terms
obtained from freelisting (Jackson 2009; Weller and Romney 1988) to determine what
women include in their culturally specific model of childbirth. As Jackson (2009:18-19)
says, “shared knowledge makes a social group,” and “cultural models of a specific
domain are thought to serve as blueprints for appropriate behavior.” Freelisting helped to
gather information about the cultural model of pregnancy and childbirth, and the terms
obtained were used in pile sorting (Bernard 2006; Jackson 2009; Weller and Romney
1988), rating, and ranking tasks (Bernard 2006; Weller and Romney 1988) in order to
determine aspects of pregnancy and childbirth women view as most significant to having
a positive experience, and what aspects of pregnancy and childbirth they believe are
enhanced by the experience of a planned natural birth. Others have used these
methodologies to study health related issues in various settings and have produced
statistically significant results (Copeland 2008, 2011; Dressler 2005, 2012; Jackson
2009). These methods do not preclude a biocultural approach; biocultural and cognitive
theory can be (and have been) used together to provide a more holistic understanding of
people’s perceptions of events and the effects these perceptions have on their physical,
mental, and emotional wellbeing (see Jackson 2009).
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Conclusion
The culture of childbirth in the United States has evolved from women- and
home-centered to professional- and hospital-centered. Many women today, however, are
not satisfied with the current medicalized view of birth and are actively working to bring
birth back to its less medicalized roots, while, of course, maintaining high safety
standards. Women have had joyous and heartbreaking experiences in every birth setting,
and often a woman’s wisest birth location comes down to preference. The following
chapter introduces the sample of women interviewed for this research, who were willing
to share their own pregnancy and birth experiences, and discusses the methods used to
carry out this study.
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SETTING AND METHODS

Setting
Mississippi currently has some of the poorest birth outcomes in the country for
both mothers and infants, including the highest neonatal mortality rate. This is defined by
the Centers for Disease Control and Prevention as death within 28 days of birth. Between
2003 and 2007, Mississippi’s rate was 6.23 deaths per 1,000 live births. During the same
five years, the state with the lowest neonatal mortality rate, Washington, had 3.19 deaths
per 1,000 live births (CDC 2012). This is just one indicator of Mississippi’s poor
outcomes.
Midwifery’s slightly ambiguous legal status in Mississippi, it is legal but
unregulated, reflects its status among the people of Mississippi (MANA 2011). The
practice is very much present, but not popular enough to have had regulating legislation
pushed through the state government. In relatively rural northeast Mississippi, midwives
are few and far between and there are no freestanding birth centers. For many women, the
only practical options are to give birth in a hospital attended by an OBGYN or to have an
unattended home birth.
These conditions may provide for a unique mix of opinions on the topic and thus
give insight into whether there is intracultural variation present within the overarching
cultural model of childbirth. Mississippi was also chosen as the site for this research
35

because no study on this topic using cognitive anthropological methods has previously
been conducted in the state.
Because of the ambiguous nature of midwifery laws in Mississippi, there are
several organizations trying to push regulations proposals through state congress,
including Mississippi Friends of Midwives, of which my internship mentor is a member.
During my internship in the fall of 2012, I worked with my mentor, who teaches natural
childbirth classes through her organization, Organic Mothers Birthing Services, to learn
more about the culture of natural birth and midwifery in Mississippi. I attended informal
get-togethers of mothers with their young children, often at local playgrounds, once at a
local gymnastics Mommy and Me class, during which I listened to the women’s
conversations and spoke with them about their respective birth experiences. These
women made it clear that while many were satisfied with their experiences, they would
have liked to have had access to more options. The Organic Mothers Birthing Services
birthing classes are very important to women who desire a more personal, natural
experience but must give birth in a hospital due to the current situation. My mentor is
also a doula, providing women with pregnancy and labor support. Every birth she has
attended as a doula thus far has taken place in a hospital, but she would like to attend
women at home.
During my internship, my mentor, who became my key informant, was working
with a local social organization to start a free life skills and confidence class for local
high school girls who were pregnant or mothers. I went to several meetings with her and
learned just how significant seemingly trivial obstacles can be to this kind of service, like
the issue of transportation. In rural Mississippi, the low income girls eligible for the class
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are quite spread out and few have their own means of transportation. This is a minor
concern, of course, when compared with the daily struggles of being a single teenage
mom who has never had a bank account. I was put in contact with a woman who runs the
Northeast Mississippi birthing project, which is also addressing these issues, along with
providing doulas and midwifery care to mostly underserved black women.
Many women in Mississippi either do not have health insurance or do not have
the means to regularly attend prenatal appointments at far off hospitals and doctors’
offices. Many women who do have these means are put off by the impersonality and
medicalization of a hospital birth. This leaves a large number of women with few or no
options. Regulating legal midwifery in Mississippi would help provide rural women and
women who are uncomfortable with a hospital birth with personalized care, and there is a
need and desire for this. Mississippi Friends of Midwives regularly holds rallies at the
state house in Jackson and speaks with and writes to senators and congressmen in the
hopes of changing the status quo.
Methodology
After obtaining permission from the Mississippi State University Institutional
Review Board (IRB), I conducted qualitative and quantitative research during the winter
and spring of 2013. I participated in an internship with Organic Mothers Birthing
Services during the fall of 2012, which allowed me to access the population, and to
conduct ethnographic research. This involved observing how women talk about birth,
how they relate to other mothers, and what issues are most often discussed at such
gatherings. I made contact with women involved in the local natural birth and midwifery
community through whom I was able to make numerous research contacts and who
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introduced me to various local organizations. Two local groups in particular, Mississippi
Friends of Midwives and Starkville Natural Parents provided ample contacts. Qualitative
research took the form of ethnographic observations made during participant observation
conducted while attending organization meetings and informal group get-togethers; I
spoke with organization members to gain an understanding of the culture surrounding
planned natural birth in northeast Mississippi.
In addition to participant observation, I conducted semi-structured interviews that
included freelisting (n=10), in which the women were asked to list as many things as they
could think of related to specific prompts such as, “Please tell me all the things that
women need to have or do in order to have a good pregnancy and birth,” and pile sorting,
rating, and ranking tasks (n=20), in which women were asked to sort, categorize, and
rank pregnancy-related terms, in order to provide data for multidimensional scaling,
hierarchical clustering, and cultural consensus analysis. These cognitive anthropological
methods were statistically analyzed to give numbers-based insights into a shared cultural
model and how well women’s own knowledge fits this model. These interviews
conducted with women contacted through the previously mentioned organizations, who I
approached mostly during informal get-togethers, and through snowball sampling in
which a woman being interviewed puts the interviewer in touch with potential
interviewees with whom she is acquainted (Bernard 2006; Copeland 2008, 2011; Jackson
2009; Weller and Romney 1988).
The sample
During meetings and get-togethers, I approached women, explained my research
to them, explained that the interview would take between 45 and 90 minutes, and asked if
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they were willing to participate. All of the women who were interested in being
interviewed and who met the criteria for an interview subject (a female, over the age of
18, who has either given birth or is planning to have a planned natural birth) were
included in this research. I separated the interviewees into four basic categories of
women: those who 1) have experienced only planned natural birth or are pregnant for the
first time and planning a natural birth, 2) have had only intervention-heavy hospital
births, 3) have experienced both kinds of birth, and, 4) are doulas or midwives (all of
whom have given birth). Including intracultural variability by interviewing women who
have had different types of births in various settings, attended by various caregivers,
enables my research to include a comparison between the viewpoints and beliefs of
women who have had markedly different birthing experiences.
Snowball sampling involves asking interviewees at the end of an interview if they
know anyone who qualifies for the research who might be interested in participating. If
they did know potential participants, I either gave the woman my contact information and
asked her to have the other women contact me to arrange meetings, or I was given the
other woman’s contact information from the participant and contacted her myself,
depending on which method with which the participant was most comfortable. I made it
explicitly clear to each woman that her participation was completely voluntary and
confidential. I read the IRB-approved consent form to all women who agreed to
participate, asked if they have any questions, and explained that they may choose to end
the interview or remove themselves from the study at any time with no penalty. When
women agreed to participate, I asked them to sign the consent form, gave them a copy of
it with their case ID number for them to keep, worked through the interview schedule,
39

and recorded their answers. I first asked all informants the same demographic questions
including: age, occupation, marital status, household composition, in what setting they
were born, how many children they have given birth to, where they gave birth, and age
the first time they gave birth. All informants were then either asked to complete
freelisting or pile sort, rating, and ranking tasks, before being asked the semi-structured
interview questions that were designed to provide detailed, qualitative insight into their
views of and experiences with different styles of births. In addition to the interview
questions asked of every informant, doulas and midwives were asked several questions
specific to their formal involvement with the cultural domain. (See Appendix A for full
interview schedule.)
Thirty women were ultimately interviewed, of whom 18 had experience with
planned natural birth, and 15 with intervention-heavy hospital birth. Three women had
experience with both. The mean age of interviewees was 31, and mean age at first birth
was 28. Ten women were pregnant at the time of the interview. Nine women had used a
midwife to attend at least one of their births.
Freelisting
Interviewing consisted of two distinct phases, and during the first phase, I
conducted freelisting interviews with the first ten women. Freelisting (Bernard 2006;
Jackson 2009; Quinlan 2010; Weller and Romney 1988), which provides an emic
perspective, provided the terms of a cultural domain in the women’s own culturally
meaningful words. Here, women were asked to freelist terms connected with their
cultural model of pregnancy and childbirth, as well as with a positive childbirth
experience. For example, women were asked to “Tell me all the things associated with
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labor and birth,” to which responses included “pain,” “doctor,” and “hospital” (see
Appendix A for interview schedule). I used purposive sampling to ensure that the first ten
women interviewed were half those who had experience with natural birth and half those
who did not, in order to be certain to include terms that were important to all these
women regardless of their previous birth experience. After these interviews, I analyzed
the freelist data using Anthropac 4.98 (Borgatti 1996). Similar terms were collapsed for
conciseness, for example, “do research” and “read books” became “do research,” and
“tired” and “fatigue” became “fatigue.” Those terms mentioned by more than one of the
ten women were used in the pile sorting, rating, and ranking tasks included in later
interviews, in addition to a couple of terms that were not mentioned during freelisting but
that came up often during interviewing to warrant being added to the list, such as
“freestanding birth center” and “breastfeeding.” Freelist terms provide a snapshot of what
kinds of things women include in the cultural domain of pregnancy and birth.
Pile sorting, rating, and ranking
The second phase of interviewing included pile sorting, rating, and ranking tasks
(Bernard 2006; Weller and Romney 1988). For pile sorting, I wrote the terms generated
from the earlier freelists and ethnographic research on 3x5 note cards, randomized the
terms, gave the cards to each woman in the same order so as not to introduce any order
bias, and asked her to first do an unconstrained pile sort, that is, to sort the terms in any
way she wanted and into as many piles as she thought was appropriate. Then, I asked her
to complete two dichotomous rating tasks: one in which she separated the terms into
those she associates with a planned natural birth and those she does not, and one in which
she separated the terms into those she associates with or benefit the mother and those she
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associates with or benefit the child. I then asked each woman to rank the terms in order of
importance for having a successful pregnancy and birth. The pile sorts, ratings, and
rankings allowed me to determine the degree to which the women associate those
terms/concepts they deem most important for a successful pregnancy and birth with
planned natural birth. Pile sorting provides information about how women categorize the
terms of a cultural domain, and the pile sort and rating data were used to construct a
visual representation of the shared cultural model.
Analysis
I analyzed the freelisting and ranking data using Anthropac 4.98 and SPSS 20.0 to
analyze cultural consensus and test the first hypothesis, that there is a shared cultural
model, with some intracultural variation, of a positive and appropriate pregnancy and
childbirth experience among women living in northeast Mississippi. This analysis not
only helped determine whether or not there is a single shared cultural model of pregnancy
and childbirth, but it also provided individual competence, or knowledge, scores for each
participant. Individual competence scores are useful in analyzing whether certain
categories of women have more or less knowledge about the cultural domain, which
provides insight into whether certain groups of women would benefit from more access
to information concerning pregnancy and birth. Pile sort data was analyzed in Anthropac
using multi-dimensional scaling, which provides a picture of how this cultural model is
organized with a two-dimensional mapping of terms.
I thematically coded and analyzed the semi-structured interviews to determine the
key terms, opinions, ideas, and beliefs expressed most frequently by the women by
visually analyzing color-coded interview schedules in Microsoft Word. For example,
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passages in which women discussed negative birth experiences were blue, while passages
in which women discussed their own midwifery experiences were red. This color-coding
enabled an organized, qualitative analysis of the interviews. The second hypothesis, that
women who experience a planned natural birth will report that they and their children
benefited from it both emotionally and physically, and the third hypothesis, that these
women will report that the emotional and physical benefits derive from the opportunity to
experience the birth process in a safe, comforting environment in which they feel they
have control and that this is a main factor in choosing to plan a natural birth, were tested
by visually analyzing the women’s color-coded responses. Specific responses examined
to test the second and third hypotheses included those concerning the emotional and
physical journeys and outcomes they experienced during and following the women’s
labors and births. Analysis also involved comparing the responses of women who have
had planned natural births with the responses of those who have had intervention-heavy
births.
The fourth hypothesis, that women who have had a planned natural birth will
report a more positive experience than those who have not had a planned natural birth,
was tested using a one-way ANOVA in which the independent variable was whether or
not women had experienced a planned natural birth, and the dependent variables were
how they reported that they and their children were affected by their birth experiences.
Conclusion
Due to its interesting legal status, Mississippi is an ideal state in which to study
midwifery, and along with it, natural birth. Thirty interviews were conducted with
women living in northeast Mississippi who are subject to these laws and situations, using
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various cognitive anthropological methods and traditional interviewing techniques. The
next chapter presents demographic data for the sample of women and shows and
discusses the results of the analysis of the quantitative cognitive methods.
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QUANTITATIVE RESULTS

Demographics results
Thirty women were interviewed for this study, of whom 18 had had natural births
and 15 had had intervention-heavy births (some women had experienced both types). Six
women were midwives or doulas, and ten women were pregnant during the interview.
Table 1

Demographics of sample
Minimum

Age (at interview)
Has had natural birth
Has had intervention-heavy birth
Is a midwife or doula
Annual household income
# of people in household
Age at first birth
# of children
Pregnant at interview

23

19,000.00
1
20
0

Maximum

Mean

57
30.6
18
15
6
120,000.00 57,357.14
4
2.8
34
27.5
2
1.00
10

Freelisting results
The first ten women interviewed were asked three freelisting questions, in which
they simply listed all of the terms they could think of when given a particular prompt.
The first freelist prompt was, “Tell me all the things that are associated with labor and
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birth.” The second freelist prompt was, “What do women need to have or do in order to
have a successful, positive birth experience?” The third freelist prompt was, “What kind
of healthcare services/caregiver services are important for women during pregnancy and
birth?” After collapsing similar terms (such as collapsing “do research” and “read books”
into “do research”), the ten women had generated a total of 84 terms.
The two most common responses to the first freelist prompt were “pain”
(mentioned by 90%) and “fatigue” (70%). The two most common responses to the second
freelist prompt were “take classes” (70%) and “have support” (60%). The two most
common responses to the third freelist prompt were “checkups/prenatal tests” (70%) and
“advises on how to prepare” (60%). This indicates that many women have similar ideas
about what pregnancy and birth entails, hinting at a single cultural model of childbirth.
Table 2 contains the responses to the three freelist questions (responses to all
three questions are grouped together), listed in order of the percentage of women who
gave each response. The bold terms are those included in the pile sort, rating, and ranking
exercises, and the three italicized bold terms at the bottom of the table are those not
mentioned during the freelists but that I chose to add for the pile sort, ratings, and
ranking.
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Table 2

Terms generated in freelisting interviews

Responses

%

Responses

%

Responses

%

pain

90

bathtub

20

the care YOU want

10

fatigue

70

get in shape

20

hand holding

10

classes
checkups/prenatal
tests

70

pain control

20

johnnies

10

70

rest

20

birth

10

have support

60

20

candles

10

be prepared

60

supportive partner
knowledgeable
caregiver

20

bathrobe

10

be healthy
caregiver advises on
how to prepare

60

experienced caregiver

20

exercise ball

10

60

nurse

20

rubber gloves

10

babies

50

mother

20

dim lights

10

hospital

50

people in the room

20

moaning

10

doctor

50

be confident

20

IVs

10

joy

50

20

aching

10

good extended family

50

supportive caregiver
caregiver provides
classes

20

accomplishment

10

sweating
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midwifery prenatal care

20

power

10

family

40

caregiver who listens

20

have a stable job

10

blood

40

fear

10

planned pregnancy

10

excitement

30

relaxation

10

financial stability

10

nervousness

30

drugs

10

use a midwife

10

monitors

30

midwife

10

music

10

crying
comfortable labor
environment

30

doula

10

have a good nurse

10

30

music

10

be mentally prepared

10

do research
prenatal
medicine/vitamins

30

hard work

10

10

30

confidence

10

trustworthy advice
access to support
networks

nutritionist

30

empowering

10

patient caregiver

10

supportive caregiver

30

have control

10

10

available caregiver

30

10

regular ultrasounds

30

walk around
electronic fetal
monitoring

10

have one caregiver
birth place close to
home
freestanding birth
center

calm caregiver

30

10

breastfeeding

birth plan

20

lactation consultant
caregiver gives
unbiased information

10

bonding
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10

10

The last 20 women interviewed completed one pile sort, two dichotomous rating
tasks, and one ranking task using the terms generated from the freelisting. Since 84 terms
would be far too unwieldy for pile sorts, ratings, and rankings, many of the freelist terms
mentioned by only one person, and which were deemed to be less important based on
ethnographic research, generally because they never came up during the interview
process outside of freelisting, were left out of the pile sort, ratings, and ranking. In
several instances, two or three the terms were able to be collapsed into one term, which I
did in order to reduce the number of terms for the pile sort, ratings, and ranking. These
included collapsing “use a midwife” and “midwife” into “midwife,” collapsing “have a
good nurse” and “nurse” into “nurse,” and collapsing “supportive caregiver” and
“caregiver who listens” into “supportive caregiver.” I also expanded “caregiver advises
on how to prepare” into “caregiver advises on how to prepare for birth” and “caregiver
advises on how to prepare for parenthood” in order to get a more nuanced feel for the
importance of those two services. The three italicized words at the bottom of the last
column are terms that were not mentioned in the freelisting but were mentioned at other
times during numerous interviews, so I felt they should be added to the pool of terms for
the pile sort, ratings, and ranking. Considering “hospital” was on the list, “freestanding
birth center” certainly should have been considering how often they were discussed
during other parts of the interview. “Breastfeeding” and “bonding” also both came up
numerous times when discussing the physical and emotional health of the mother and
child, and so it was important to include them in the pile sort, rating task, and ranking
task. In the end, the women were given 54 terms to pile sort, rate, and rank.
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Pile sort results
The women were given a pile of notecards containing the words in table 5, in the
order in which they are listed in the table, and they were asked to perform an
unconstrained pile sort in which they sort the terms into as many piles as they like, in any
way they deem appropriate. Multidimensional scaling (MDS) was used to produce a
scatter plot of the 20 women’s pile sorts, as well as hierarchical clustering to determine
how the terms should best be broken into groups according to how the women sorted
them into piles. MDS is a visual representation of how the terms were sorted. Terms are
mapped by how often they were sorted into the same pile. Essentially, terms close
together were often or even always sorted into the same pile while terms father apart
were never or almost never sorted into the same pile by participants. The colored ovals
drawn around groups of terms on the maps are a tool to aid in more easily see how
women tended to group the terms. Their placements were determined by the hierarchical
clustering analyses.
Figure 1 shows four basic groups of terms that are analogous to categories in
which women hold pregnancy and birth terms in their heads. Generally speaking, in the
orange oval are words the women associated with highly medicalized hospital births.
These terms include monitors, drugs, EFM (electronic fetal monitoring), doctors,
ultrasounds, and hospital, all things women experience in the highly medicalized world of
the hospital birth. The words in the blue oval are things experienced on the more
emotional side of labor, including fear, crying, nervousness, fatigue, hard work, joy,
music, and excitement. Some of these terms are positive, like joy, and some are negative,
like fear, showing that women have a fairly well-rounded and realistic view of the
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emotions experienced during birth. Only one woman mentioned music during the
freelisting, but she said it had an incredibly positive effect on her birth experience. Those
words in the green oval comprise what women should do or have during labor in order to
have a successful experience, including confidence, bathtub, freestanding birth center,
midwife, doula, walk around, birth plan, family, comfortable labor environment, and a
lactation consultant. Many women discussed the importance of carefully choosing who
will be in the room during labor and birth, and the difficulty of excluding people who
assume they will be there, pointing out that just because someone is a family member
does not mean they will be a positive presence in the labor room. The words in the red
oval show what women should do or have during pregnancy (as opposed to during labor,
in the green oval) in order to have a successful experience, including checkups, prenatal
vitamins, a supportive caregiver, an experienced caregiver, and available caregiver, a
nutritionist, the care you want, have support, be healthy, be prepared, do research, a
caregiver who gives unbiased information, get in shape, and relaxation. The most
common responses here were the typical things women do during pregnancy, including
checkups and prenatal vitamins, and most of the women were adamant that a good
caregiver (however one defines that) has a big impact on one’s overall experience, hence
the necessity of a supportive, experienced, available, unbiased caregiver.
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Figure 1

Multidimensional scaling of the terms in a cultural model of childbirth
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Rating and ranking results
After the unconstrained pile sort, the women were asked to perform two
dichotomous rating tasks and the ranking task. The prompt for the first rating task was to
“make two piles [of cards], separated into those terms associated with planned natural
birth and those not associated with planned natural birth.” The prompt for the second
rating task was to “sort these terms into two piles, those that are most beneficial to or are
associated with the mother and those that are most beneficial to or are associated with the
child during pregnancy and birth.” The prompt for the ranking task was to, “rank the
terms in order or importance for having a successful pregnancy and birth.”
These three tasks were analyzed for consensus, and the rating tasks were mapped
onto scatter plots (figures 2 and 3) for a visual representation of the groupings the women
made. The ranking task, in which women were asked to rank the terms in order of
importance for having a successful pregnancy and birth experience, showed that there is
no consensus, that there is not one cultural model concerning what women value during
pregnancy and labor (table 3). The Eigenvalue ratio of the first to the second factor is
only 1.24, not meeting the 3:1 requirement for a single shared cultural model. This is not
entirely surprising when one considers that the ranking task required women to arrange
the cards based on their own values, which are bound to be more variable, in any domain,
than objective cultural categories. Some women, for example, who highly value natural
birth and midwifery placed terms such as “midwife,” “doula,” and “bathtub” at the very
top of their piles, whereas some women, such as those who value highly medicalized
birth, placed those same terms at the very bottom of their piles, making for little
consensus.
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On the other hand, the two rating tasks, in which women were asked to first
determine whether or not each term is associated with a planned natural birth, and then to
determine whether each term is associated with or beneficial to the mother or is
associated with or beneficial to the child, showed that there is consensus. The Eigenvalue
ratios are 3.79 and 4.23 respectively, meeting the 3:1 requirement for a single shared
cultural model (table 3). These two tasks required that the terms be grouped into fairly
objective cultural categories: planned natural birth vs. not and mother vs. child, thus it is
not surprising that there is consensus in these tasks. Tables 3 shows the consensus
information for the three tasks. The data indicate that while there is a single cultural
model in terms of how women classify and categorize aspects of childbirth, how women
actually want to experience the process varies (table 3).
Table 3

Consensus analysis for 1) overall, 2) natural birth, and 3) mother or child

Domain

Eigenvalue

Average

Standard

Factor 1

Ratio

Competence

Deviation

Variance
Explained

Ranking

1.24

.049

.111

40%

Natural Birth/Not

3.79

.429

.200

66%

Mother/Child

4.23

.554

.148

70%

Tables 4 and 5 show the terms separated by category for the first and second
rating tasks, respectively; they show how the women tended to group the terms in these
two tasks (natural vs. not and mother vs. child) according to consensus analysis, which
provides a weighted correct answer key that shows which terms were most frequently
placed in which category. Interestingly, the not associated with planned natural birth
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category in table 4 coincides fairly well with the child category in table 5, indicating that
many of the more medicalized aspects of birth, including the hospital, prenatal tests,
ultrasounds, doctors, monitors, and EFM, are much more associated with or thought to
benefit the child, as opposed to the mother. This, in turn, implies that many of those terms
associated with planned natural birth are also associated with or thought to benefit the
mother. This indicates that women in this sample believe that most of the typical
hospital-based pregnancy and labor practices in the US today are geared toward caring
for the baby.
Table 4

Terms women associate with planned natural birth versus not

Available Caregiver
Bathtub
Babies
Be Healthy
Be Prepared
Birth Plan
Blood
Bonding
Breastfeeding
Caregiver Advises on Birth
Caregiver Advises on
Parenthood
Get in Shape
Care Women Want
Check-ups
Classes
EFM
Doctors
Fatigue
Fear

Planned Natural Birth Terms
Comfortable Labor Environment
Confidence
Crying
Do Research
Doula
Empowering
Excitement
Experienced Caregiver
Family
Freestanding Birth Center
Caregiver Gives Unbiased
Information
Have Control
Hard Work
Have Support
Joy
NOT Natural Birth Terms
Hospital
Drugs
Monitors
Ultrasounds
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Knowledgeable Caregiver
Lactation Consultant
Midwife
Music
Pain
Prenatal Tests
Prenatal Vitamins
Relaxation
Rest
Supportive Caregiver
Supportive Partner
Sweating
Ultrasounds
Walk Around
Nervousness
Nutritionist
Pain Control

Table 5

Terms women associate with or believe are beneficial to the mother versus
the child

Beneficial to/Associated with Mother
Available Caregiver
Do Research
Bathtub
Doula
Be Prepared
Empowering
Birth Plan
Excitement
Blood
Experienced Caregiver
Caregiver Advises on Birth
Fatigue
Caregiver Advises on Parenthood
Fear
Caregiver Gives Unbiased
Freestanding Birth Center
Information
Care Women Want
Get in Shape
Classes
Have Control
Comfortable Labor Environment
Hard Work
Confidence
Have Support
Crying
Joy
EFM
Babies
Be Healthy
Bonding

Beneficial to/Associated with Child
Breastfeeding
Check-ups
Doctors
Family
Hospital

Pain Control
Nervousness
Knowledgeable Caregiver
Lactation Consultant
Drugs
Midwife
Music
Pain
Relaxation
Rest
Supportive Caregiver
Supportive Partner
Sweating
Walk Around
Monitors
Nutritionist
Prenatal Vitamins
Prenatal Tests
Ultrasounds

ANOVA results
When asked about their own birth experiences, the women reported different
emotional and physical outcomes. A One-Way ANOVA reveals that there are statistically
significant differences between the two groups in both areas of concern. That is, the
women who have had planned natural births report, as a group, statistically significantly
different (p<.05) emotional and physical outcomes from the women who have had
intervention-heavy births. The emotional outcomes were most significant (F=23.5,
p<.000). Based on their responses to qualitative semi-structured questions, all of the
women were categorized as having an emotionally positive or negative experience, and a
physically positive or negative experience. The percentage of women who had planned
natural births, for example, who reported an emotionally positive experience is
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significantly higher than the percentage of women who had intervention-heavy births
who reported an emotionally positive experience. These data indicate that whether a
woman has a planned natural birth or an intervention-heavy birth can significantly affect
her physical, and especially her emotional experience of the birth. Table 6 shows the
ANOVA results. The actual correlations between planned natural birth and interventionheavy birth and emotional and physical outcomes are examined in the next section.
Table 6

ANOVA results
df

Emotionally Pos. Between Groups
Physically Pos.
Between Groups
Emotionally Neg. Between Groups
Between Groups
Physically Neg.

F
1
1
1
1

23.483
9.562
22.154
6.330

Sig.
.000
.005
.000
.019

Correlations
Type of birth and emotional/physical benefits and drawbacks
The emotional and physical benefits and drawbacks to the women’s births will be
explored in depth in the following chapter. Here, the correlation (or lack thereof) between
the types of births the women had (planned natural or intervention-heavy) and whether
they experienced overall emotional and physical benefits or drawbacks is explored using
a Pearson’s r correlation. Table 7 shows the correlation between women who have had a
planned natural birth and these experiences. The data show that women who have had a
planned natural birth show a statistically significant (p<.05) correlation with emotionally
and physically benefitting from the experience. There is a significant negative correlation
with a negative emotional or physical outcome, meaning the women are statistically
56

unlikely to have a negative emotional or physical experience. This indicates that women
who have planned natural births have a significant chance of benefiting both emotionally
and physically from the experience.
Table 7

Correlations between planned natural birth and emotional/physical
experiences
Emotional Negative Physical Negative
Benefit Emotional Benefit Physical
Impact
Impact

Planned natural birth

Pearson
Correlation

.689*

-.693*

.519*

-.457

Significance

.000

.000

.005

.019

*significant at the .005 level
Table 8 shows the correlation between women who have had an interventionheavy birth and their emotional and physical experiences, using a Pearson’s r correlation.
The correlations are not as strong among those of the women who have had planned
natural birth, however the data show that women who have had intervention-heavy births
show a statistically significant correlation with a negative emotional impact and a
significant negative correlation with emotional benefits. The correlations with physical
outcomes, positive or negative, are not statistically significant. This indicates that women
who have intervention-heavy births are at a statistically significant risk of experiencing
emotional drawbacks from the experience.
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Table 8

Correlations between intervention-heavy birth and emotional/physical
experiences
Emotional Negative Physical Negative
Benefit Emotional Benefit Physical
Impact
Impact
Pearson
Correlation

Intervention-heavy birth

-.502*

.548*

-.362

.361

.007

.004

.058

.070

Significance

*significant at the .05 level
Type of birth and safety beliefs
Women were asked about their beliefs in regard to the safety of home birth and
the safety of hospital birth, which will be explored more in depth in the following
chapter. Here, a simple yes (it is safe) versus no (it is not safe) correlation was performed.
Among women who have had planned natural births, there is a statistically significant
correlation (p<.05) with a belief that home birth is safe, and a statistically significant
(though weaker) correlation with the belief that hospital birth is not safe.
Table 9

Correlation between planned natural birth and safety beliefs
Safe to Give
Birth at Home

Planned natural birth

Safe to Give
Birth in
Hospital

Pearson Correlation

.541

-.462

Significance

.002

.010

Among women who have had intervention-heavy births, the correlations are just
the opposite, and statistically significant, though not as strong as among women who
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have had planned natural births. Among these women, there is a significant correlation
with the belief that hospital birth is safe, as well as with the belief that home birth is not
safe.
Table 10

Correlation between intervention-heavy birth and safety beliefs
Safe to Give
Birth at Home
Pearson Correlation

Intervention-heavy birth

Significance

Safe to Give
Birth in
Hospital

-.414

.377

.023

.040

Positive and negative birth experiences
From the interview data, it was determined whether or not women had overall
positive or negative birth experiences in relation to their respective caregivers. That is,
whether or not they had a positive or negative experience specifically with their doctor or
midwife. The one woman who reported a negative experience with her midwife said that
she would unquestioningly use a midwife in the future, it was not the midwifery care
itself she had a problem with, but rather her specific midwife. Looking back on the birth,
she questioned some of the things her midwife did or did not do during the pregnancy and
labor. Of the women who used a doctor, almost half, 40%, reported a negative
experience. This data indicates that, at least among this sample of women, pregnant
women have a significantly better chance of having a positive relationship with a
midwife as opposed to an OBGYN.
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Table 11

Positive/negative experiences regarding caregiver

Midwife and positive experience

9

Midwife and negative experience
Doctor and positive experience

1
12

Doctor and negative experience
Total

8
30

Rating results
At the end of each interview, the women were asked to rate the importance of four
different aspects of pregnancy and birth on a scale of one to ten, with one meaning not at
all important and ten meaning critically important. The first question was, “how
important do you think a respectful, understanding caregiver is to a birth experience?”
The second was, “how important do you think a sense of control over the situation is for
laboring women?” The third was, “how important do you think the environment in which
a woman gives birth is?” The fourth was, “how important do you think choice over birth
circumstances (caregiver and location) is for women?” The lowest rating given to any
question was six, while the highest was ten. Five women gave all four questions tens,
four of whom were doulas who had only had natural births, and one of whom had only
had an intervention-heavy birth.
Results indicate that of these four aspects of pregnancy and birth, the most
important to the women as a whole is having a respectful, understanding caregiver,
followed closely by having a choice in birth circumstances. While still important to the
women, the least important of the four is the environment in which a woman gives birth.
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Table 12

Rating responses
Minimum

Maximum

8
7
6
6

10
10
10
10

Respectful caregiver
Mother has control
Labor environment
Birth Choice

Mean
9.60
8.90
8.10
9.33

When broken down by group, results show that birth choice and labor
environment are most important to the doulas and midwives in the sample, while a
respectful caregiver is most important to the three other groups, including women who
have only had natural births, women who have only had intervention-heavy births, and
women who have had both. For women who have only had intervention-heavy births and
women who have had both intervention-heavy births and natural births, labor
environment is the least important consideration of the four, while it is somewhat more
important to women who have only had natural births. The mother having control falls in
the middle in terms of importance to the women.
Table 13

Rating responses by birth experience

Doula/midwife
Natural only
Intervention-heavy only
Both

Respectful
caregiver
9.67
9.53
9.64
10

Mother has
control
9.50
8.67
9.10
9.33
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Labor
environment
10
8.53
7.67
7.67

Birth
choice
10
9.33
9.33
9.33

Conclusion
There are clear differences between groups concerning the topics analyzed here.
Women who have had and support medicalized hospital births and women who have had
and support natural births, as groups, have different opinions on the safety of different
styles of births (more natural birth women believe out-of-hospital birth is safe, many
more medicalized birth women believe hospital birth is safe). In addition, the natural
birth group, as a whole, reported more satisfying birth experiences than the medicalized
birth group. The two groups agree, however, on the importance of various aspects of
birth, such as having a respectful caregiver, and the mother having a choice in how and
with whom she gives birth, indicating that the people involved in these women’s births
are some of the most important parts of the experience, regardless of the type of birth a
woman has had.
There are also clear demarcations when discussing a planned natural birth versus
an intervention-heavy birth, and when discussing the mother versus the child during
pregnancy and birth. During the rating tasks, the women generally agreed on which
aspects of pregnancy and birth were associated with a natural or intervention-heavy birth,
and which aspects were associated with the mother or the child.
The following chapter presents the results of the qualitative interview questions.
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QUALITATIVE RESULTS

The women who participated in this study had plenty to say concerning pregnancy
and childbirth. In the sections that follow, many direct quotes that were determined to
best illuminate the issues being examined are used to illustrate certain themes. Including
passages directly from the interview manuscripts allows the women to speak for
themselves.
Choice of birth location and attendant
Women in this study gave birth in a variety of settings and with a variety of
attendants. Some, because of where they live, had more options than others. This section
explores whether or not these women feel they made the right choice for themselves, and
whether they would choose the same if they had to do it again. Of those women who feel
they did not make the right decision, their reasons for this are varied and diverse. Those
reasons will be explored in direct quotes below. Of the 18 women who had a natural
birth, 22% feel they did not make the right choice, while 78% feel they did. Of the 12
women who had an intervention-heavy hospital birth, 33% feel they did not make the
right choice, while 67% feel they did. Of those who used a midwife, 100% feel they
made the right choice. Of the 21 women who used a doctor, 38% feel they did not make
the right choice, while 62% feel they did.
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When asked why she is choosing to give birth in a freestanding birth center
attended by a midwife, one expectant mother voiced an attitude that many women had.
Many women desire a less clinical, impersonal experience than what they expect from or
have experienced in the past from a hospital birth, yet they want to have ready access to
medical interventions just in case:
I would be looking for something less clinical than what I’m used to seeing on
TV. I felt that women have been giving birth naturally for thousands of years, and
it seemed to work pretty well for them. But at the same time, the dangers of
childbirth need to be taken into consideration, so I’m looking for something that
allows me to have a natural birth while still being prepared if complications arise.
[1, planning natural, freestanding, midwife]8
One woman, who has had two hospital births, the first with heavy interventions
and the second natural, would have made different choices had she had more information
or experience with alternative birth practices. When asked if she made the right decisions
regarding birth location and attendant, she replied:
No. In the first pregnancy, I would have looked harder for a midwife and I would
not have gotten medication when I did. And I wouldn’t have gone to the hospital
hungry. I ran out of energy, I’d been in labor for days, and I they wouldn’t let me
eat anything. And the second one I think I’d not have gone to a hospital, I think
I’d have gone to a birthing center if I’d have known of one. And I think I’d have
had a midwife. Both times. If my husband had been on board, I’d have had a
home birth the second time. That was fairly uncommon then. [2,
hospital/OBGYN/unplanned C-section, then hospital/nurse-midwife/natural]
The following quote is from a woman who would have made different choices,
had she been able to. When asked if she made the right decision for her, she replied:
Well no, I don’t think I followed my values and beliefs in that. I feel like it was a
positive experience, but I wish that I would’ve stuck with a natural birth. I met
with a couple of OBGYNs, a couple in my hometown, and then I went to the one

All women will be identified thus. In [1, planning natural, freestanding, midwife], the women in
question is case ID #1, she is planning a natural birth, she is going to give birth in a freestanding birth
center, and she is going to have a midwife as her attendant.
8
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in Dallas, and I just felt comfortable with her because I knew she was more
accepting of the midwifery side of it. But I think it was just kind of that’s what
you do, I didn’t really think about it, you know. Also money. I don’t know that
insurance would actually cover going to the birthing center. I don’t think the
birthing center in Dallas was covered. Money’s definitely a factor. [5,
intervention-heavy]
Opinions of women who feel they did not – or could not – make the right decision
I don’t have other options that are clear cut. If there was a midwife and birthing
center I’d totally do that. If there were one closer by, I wouldn’t go to the hospital.
[13, planning natural, hospital, OBGYN]
There aren’t that many choices here. I could’ve gone with a home birth, but I
wasn’t necessarily comfortable with that, especially the first time around. I think I
would’ve done it the second time around but certain extended family members
were very uncomfortable with that, so since I’d already done one in the hospital it
wasn’t such a big deal for me so I just did it there. I did look at other options but
they were either too far away or insurance didn’t cover them, so cost. [15, 2
natural births, hospital, OBGYN]
Opinions of women who feel they made the right decision
Among those who feel they did make the right choices are both women who had
natural births and women who had intervention-heavy births. One woman focused more
on the medical aspect and would likely not have felt comfortable outside of a hospital,
thus she feels she made the right decision in giving birth in the medical setting:
Definitely close and easy access to an OR was important, and monitoring of the
baby. I think I was more concerned about any possible complication, that they
would be better taken care of in a hospital. And the baby, even though someone’s
low risk, something could happen during labor and delivery that could jeopardize
the health of the baby. [3, intervention-heavy]
A woman who has had two natural births, both homebirths attended by a midwife,
feels confident that she made the right decision, though it is a very different decision than
that of the women quoted above. When asked if she made the right decision for her, she
replied:
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Yes, definitely. I originally thought I wanted a natural birth, I didn’t want an
epidural because that just seemed very unnatural to me. That you wouldn’t really
experience birth, the feelings and sensations of it. And after meeting a midwife, at
my husband’s encouragement, she answered several of my questions about what
if this or that happens, and she made it very clear to me that if there’s no reason to
be in a hospital, there’s no reason to be there, why be there? So that’s why I chose
a home birth and a midwife. [4, 2 natural births, homebirths, midwife, is a
doula/childbirth educator]
One women, who has had one intervention-heavy hospital birth followed by one
natural home birth, feels okay about both births, but clearly thinks the latter experience
was the right choice for her, even though she mentioned that she would not use the same
midwife again:
With my son, born at the local hospital here in town, I just didn’t really… know
anything else was available. And I switched OBGYNs midway through my
pregnancy to one I really respected and that was really good. I planned to go into
labor spontaneously and get an epidural, and that was great, worked out great,
although I had a lower backache from the epidural for a year afterward. But it was
fine at the time. [For the second birth] I was still in my first trimester and I started
thinking about a natural drug-free delivery, I didn’t want an epidural or the blood
pressure cuff, I didn’t like that during my son’s delivery, and from there was
basically a slippery slope of education, and I realized a lot of medical care just
wasn’t necessary… And at 35 weeks I switched from my OB at the hospital to my
midwife and a home birth, and I had a completely intervention free birth. [16,
intervention-heavy, hospital, OBGYN, then natural, home, midwife, is a doula]
It is clear that women have a variety of preferences when it comes to giving birth.
Some prefer a hospital setting for the feeling of security, some prefer the home for the
intimacy and relaxation is affords, and many women are able to have the birth experience
they hope for. Many, however, are unable to choose their own experience due to outside
constraints. A freestanding birth center may not be available in their area (there is not one
in northeast Mississippi), or midwifery care may not be covered by their insurance. Many
women find such constraints unfair and unnecessary.
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Beliefs about emotional and physical benefits and drawbacks to natural and
intervention-heavy birth
Women were asked whether they believed natural birth or intervention-heavy
birth – by the very nature of the birth experience – can physically or emotionally benefit
or adversely affect the mother or baby (assuming nothing goes unexpectedly wrong).
Their answers were interesting, and not always in line with their own personal
experiences. Of the 12 who have had intervention-heavy births, 100% believe natural
birth can have benefits, while 67% believe it can have drawbacks. Eighty-three percent
believe intervention-heavy birth can have benefits, while 67% believe it can have
drawbacks. Of the 18 women who have had natural births, 89% believe natural birth can
have benefits, while 11% believe it can have drawback. Sixty-seven percent believe
intervention-heavy birth can have benefits, while 78% believe it can have drawbacks.
Women who have had or are planning natural births discuss benefits
When asked if planned natural birth or intervention-heavy birth can benefit the
women and babies who experience it, women who have had natural births answered thus:
Concerning natural birth: “Yeah I would say it benefits them, because if it can
give them a positive experience, it just starts the whole mother-child relationship
off on the right foot… a positive experience will make me more willing to do it
again, so even though I probably won’t remember every detail, I’ll remember the
overall feeling, and want to have that again. A positive experience means not
being afraid and not feeling neglected and like I was just another lady having a
baby, type of impersonal experience with whoever’s in charge of making sure that
my child’s healthy, just having more personal support. And also knowing that I’m
doing it without the aid of any overly clinical assistance would be a positive
experience.”
Concerning intervention-heavy birth: “Um, I guess it just depends on peace of
mind. If that’s what the mother wants, it could be what gives her a positive
experience. Being in a hospital, every possible eventuality could be dealt with. I
guess that’s just the highest, medically, form of care, so if that benefits you,
feeling that safety, then I guess that’d be good for those women.” [1]
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Natural: “Yes, I do. I think it’s just, it’s easier, you’re not as drugged up, you get
to be with the baby immediately and for longer, and then afterwards there’s an
easier recovery. You’re able to leave the hospital – or whatever – sooner. And it’s
just psychologically a much better experience.”
Intervention: “Not especially. I don’t think there’s a special benefit to that, no.
Unless there’s a high risk situation for either the mother or the child, and
intervention is known to be needed and planned for.” [2]
Natural: “Yes, I do think it does, because there are several things that interfere
with that initial bonding between mother and child, and I think that separation in
the hospital is bad. When the mother comes out and goes right with the mother,
that’s emotionally better, and also your uterus goes back to how it’s supposed to
be quicker, so the healing is quicker, and the child has no issues about separation
anxiety or anything. [No separation] also releases oxytocin that’s been shown to
be the love hormone, so it shows more immediate confidence in the mother and a
connection with her baby.
Intervention: “In a normal birth, without any medical problems, no, I don’t think
there’s a benefit to it.” [4]
Intervention: “Yes I do as I feel secure knowing OBGYN’s are present and active
participants in the hospital can prevent complications during the labor process.”
[11, planning natural, hospital, OBGYN]
Natural: “Yes. It can be stressful to have an unplanned, unnatural birth. I mean
you’re not supposed to have [over-the-counter] drugs during pregnancy, not even
aspirin, but then somehow an epidural is okay, to load their system down with
heavy anesthetics. I’d rather not do that. I think the goal is a healthy child and
mother, but I’d rather not be afraid or feel like things are happening without your
control. And I think the idea that all these interventions are necessary is connected
to the idea that women’s bodies are somehow pathological and we need help.”
Intervention: “It depends upon the physician and the hospital. I think it can, but
for most women and children it does not. And the fact that one-third of birth in
this country now are C-sections is terrible, and that doesn’t always help anyone.”
[13]
Natural: “I really do believe that there are both physical and mental benefits for
mother and child. To go through with a natural birth, and a vaginal birth as well.
Unmedicated. I think there are long-term benefits for both. The literature has
convinced me. And I’m a scientist so I like to weigh things heavily before making
a decision. I think what’s really important for the mother’s mental health is that
she achieve the birth she wants to achieve. I think that’s what they need mentally.
But physically I think there are benefits for both mom and baby [to having a
planned natural birth].”
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Intervention: “It can, yes. It can be dangerous for babies to go through labor and
pregnancy, and I think in cases where it’s high risk, it’s very beneficial to have
that available, and it can reduce the mortality and morbidity. But I think it’s a
scenario that’s overused, it’s become so mainstream to go to the hospital and
doctor to have a baby, I think the importance of it is overrated.” [15]
Natural: “Yes. I think it can be, well you have the few interventions, the lower
risk of a C-section, the major abdominal surgery, and if you have narcotics, the
baby’s born with narcotics in its little system, and breastfeeding’s generally easier
with a natural birth.”
Intervention: “Sure, it depends what the mother wants and her risk factors. But
yeah, I think a good birth can happen anywhere, depending on the situation and
the support provided.” [16]
Women who have had intervention-heavy births discuss benefits
When asked if planned natural birth or intervention-heavy birth can benefit the
women and babies who experience it, women who have had intervention-heavy births
answered thus:
Natural: “I would think if it goes well, yes. A lot of women, a lot of people have
ideas that natural is the best way to go for the baby.”
Intervention: “I guess I would say yes just because a lot of people would feel
more secure in that setting, and I mean if anything comes up, then they have all
the resources at their fingertips.” [3]
Natural: “I think so. I think, I don’t know, I kind of have negative ideas about
medication and things like that. So I don’t really like the idea of having them
pumped full of drugs right at birth. And I think it just makes for a more positive
experience for the mom and baby.”
Intervention: “I mean, no, I don’t really know that there’s a benefit there, it’s just
kind of what you do I guess.” [5]
Natural: “Yes. I think that really as a culture, westerners are pretty disengaged
from what women’s bodies are supposed to do, and how they can do it without
just completely collapsing, because we’re supposed to be these fragile delicate
creatures. I think it can be incredibly empowering to do this at home, with just a
few attendants, and not have to rely on doctors, nurses, anesthesiologists, etc., and
know that she can do that, she’s capable. I was pretty disappointed at first when I
found out I wasn’t going to be able to do that. And I think for kids, it’s perfectly
fine and good to be exposed to that, it’s gross, but it’s normal, and it’s how they
were born.”
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Intervention: “It does in that the baby is delivered safely. You get the peace of
mind from knowing you’re in a controlled environment. I don’t think it’s as
beneficial just because it’s so impersonal, and the doctors are always so busy.
Once I went to my prenatal appointments and my doctor had just stepped out to
attend a birth and they told me she’d be back in an hour, and that’s not a lot of
attention to give someone who’s going through that kind of change. But in the
end, you get the baby, and if there’s anything wrong with the baby they can do
something right there.” [12, intervention-heavy]
Natural: “Yeah. I think it gives you, it’s more relaxed in that you know what’s
going on, you have semi control in terms of what’s going to happen, you’re a little
bit less nervous, you have more of an idea of what to expect. You’re hopefully not
blindsided.”
Intervention: “I feel like that’s almost on an individual basis, it almost depends on
the person. I feel like there are some women who’d benefit on having pain
medicine and the hospital setting, I think it just depends on the person.” [17,
intervention-heavy]
Women who have had or are planning natural births discuss adverse effects
When asked if planned natural birth or intervention-heavy birth can adversely
affect the women and babies who experience it, women who have had natural births
answered this way:
Natural: “As long as everything goes okay, I don’t think there would be any
negative consequences.”
Intervention: “Not necessarily, just depends a huge part on the support provided
by the staff and how the woman feels about the situation.” [16]
Natural: “No.”
Intervention: “Um, not by any physical harm that may come to them, but I’ve
talked to more than one person who felt that psychologically, they weren’t as well
cared for as they could have been. You know, they felt like they were burdening
the doctor, or felt like they weren’t in control, pressured to do things or have
things they didn’t want to do, and things moving too fast or slow for them. I guess
you’d say it’d negatively impact them to not that the birth experience they were
looking for.” [1]
Intervention: “Yeah, I think there’s a higher chance that there’ll be pressure for
interventions that aren’t necessarily necessary. And I think there’s just a higher
risk of the birth becoming medicalized instead of something that just happens
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naturally. Over a long period of time. I think OBGYN’s just want to get that baby
out.” [2]
Intervention: “Yes. I guess, even just in the terminology of the doctor coming in
and “delivering” the baby kind of takes away ownership of the experience from
the mother. And being a new mother is hard enough, that I think having any part
of that taken away from you by the doctors and nurses can really take away from
the mother’s confidence.” [4]
Natural: “No. assuming your caregiver is very experienced, honest about
everything, and is very knowledgeable, I just think they need to be very
experienced.” [11]
Natural: “No, I really don’t. I think it’s really quite important.”
Intervention: “I think it just really depends on the caregiver, because you can have
an extremely supportive OBGYN, and then you can also have one who challenges
you at every turn and sows seeds of fear every time there’s a change in the
monitor, you know, and if the woman in labor is constantly being challenged or
second-guessed or disrespected, that’s really bad, and it’s likely to lead to
problems later, psychologically, and cause problems with bonding. So the
caregiver and hospital policies make a big difference.” [15]
Women who have had intervention-heavy births discuss adverse effects
When asked if planned natural birth or intervention-heavy birth can adversely
affect the women and babies who experience it, women who have had intervention-heavy
births answered thus:
Intervention: “Um yes, I think they might get a lot of interventions prematurely
that they might not get w/ a midwife-attended birth not in a hospital, including Csections, which can be traumatic for people.” [3]
Natural: “I really don’t see any negative aspects of it.”
Intervention: “Yeah, I do. I guess just the limitations. Like they don’t really let
you understand what pregnancy and birth and the parenting experience is all
about. They’re just there to tell you to lay down and listen.” [5]
Intervention: “I have heard of some cases where women did not feel like they got
enough input in hospital births, in terms of not being able to do skin-to-skin with
their babies immediately following a C-section, stuff like that, but overall I do not
think they negatively impact women.” [18, intervention-heavy]
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Natural: “I think you can get really wrapped up in your plans and if something
changes from the plan at the last minute, it can have impacts on your health
mentally and emotionally. Really, the negative impacts are pretty low. Recovery
time’s better. Emotionally it’s empowering.”
Intervention: “I think so. Because like I said it is so impersonal. It’s hard to get
people to tell you what’s going on. I mean, mine was a planned C-section, but
still, getting information out of the nurses isn’t an easy thing to do. They pretty
much come in, take your temperature, take your blood pressure, stick you with
something, and leave. And if you’re the kind of person who needs control over a
situation, that can be damaging, because you give up all control to the hospital.
Not to mention you’re pretty much at the mercy of overworked, underpaid people.
One of my nurses brought a black cloud with her, like she was fed up at having to
help anyone. So that’s no fun.” [12]
Women had varying opinions on the matter, but in all, most women felt that
planned natural births are not damaging and can be beneficial, especially if they are outof-hospital births, but intervention-heavy births can potentially be frustrating or upsetting
if the woman does not feel that she is in control of the situation or not being listened to.
On the other hand, if a woman will only feel secure with a high-tech birth, it can be
psychologically beneficial for her to have one.
Choice over birth circumstances
Women were asked to rate the importance of women’s choice over birth
circumstances on a scale of one to ten, with one meaning “not important at all” and ten
meaning “critically important.” Interestingly, the average scores for the group of women
who have had natural births and the group who have had intervention-heavy births are
identical, at 9.33. After the rating, women were asked to explain why they answered as
they did.
Women gave a variety of answers to this question, yet they all tended to come
around to the same general idea, that a woman should be in control of her own body and
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her own life. However, a few women did express the sentiment that since they assume
their doctor (or less commonly, their midwife) knows best, they do not need much choice
since they would just do what was recommended to them, and some stressed the need for
flexibility when giving birth.
Women who have had or are planning natural births
When asked the importance of choice on a scale of one to ten and why, women
who have had natural births answered:
Ten. Because for the same reason that you have choice of, you know, how you’re
going to raise your child, you need to have choice over how you bring your child
into the world. It’s important to have a choice about the experience. And it’s
important to choose your caregiver because how are you going to trust somebody
you didn’t want to go to begin with? [1]
Ten. Because if there’s just not a midwife, there’s just not a midwife, and that’s
the case for a lot of women, especially in MS, and just by having to “choose” an
OBGYN, you’ve increased your chances of a C-section by 40%, and you’re
committing yourself to that hospital protocol, whether you want it or not. And
who knows who comes up with that protocol, not necessarily someone with your
best interest at heart. [4]
Six. Because to me doctor's know best so if they recommend a C-section due to a
complication, I will listen. [11]
Ten. Because it’s important for you sense of physical and mental wellbeing to
have control over your circumstances. And I think there are a lot of things in our
lives we don’t have control over, and since this is something we plan for, and
since we have control over other physical and mental experiences and medical
experiences, we should have control over this too. And if men were the ones
giving birth, this wouldn’t even be an issue. [13]
Seven. That’s a tough one because, if the woman is very rigid about her wishes
for labor and birth, it can be really overwhelming and upsetting if those options
aren’t available in the area. And I think, everybody I know in this area, right at a
certain point in their pregnancy, around 6 or 7 months, if they really wanted to
have a natural birth there’s this freak out about not getting support for that here…
But if you’re more flexible in your birth plan, I think [choice is] less important.
And I’m coming at this from the side of natural birth because that’s what I’d
prefer, and because that’s the odd one out… So the ones who are struggling most
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[with choice] I think are the ones who want a natural birth, it’s not as supported.
[15]
Ten. When you give birth it’s something you look back on for the rest of your life,
whether it’s a positive or negative experience. To know you had a say in your care
and to know your thoughts and voice mattered can be critically important whether
things went perfectly or not, to know that your voice was heard. [16]
Women who have had intervention-heavy births
When asked the importance of choice on a scale of one to ten and why, women
who have had intervention-heavy births answered:
Nine. I don’t think that choice should be taken away from women, but there’s an
exception because I don’t think all women understand how wrong things can go,
and if they’re just so set on a certain kind of birth, they intend to consider the
health and welfare of the baby and themselves, but they end up not putting
enough thought into it. Like a woman who’s set on a home birth two hours away
from a hospital. Especially if she knows she’s high risk or something. [3]
Ten. Just feeling comfortable in your environment, so you can have the best
possible experience. If I would feel best giving birth squatting over a toilet then
that’s what I should do, and I shouldn’t feel uncomfortable about it. [5]
Ten. Probably mainly because I believe in choice when it comes to reproductive
health in any circumstance. Only you can know what’s best for you, in the end.
While I don’t think where you give birth is super important, I think your choice
about it is super important. In the end it should be up to you, it’s your experience,
and your body, and the baby is still attached to you, still part of you. [12]
Ten. I think control over the whole situation, location, caregiver, etc., is the most
important factor for women, because I feel like most stories I've heard about
negative birth experiences are when women felt like things did not go as planned
and they felt out of control. Women's expectations and plans may differ in terms
of how much control they want to have. For example, I knew I wanted to deliver
at a hospital and I hoped to deliver vaginally with as little medication as possible;
but, I left all of my options open and was comfortable knowing that my doctor
would recommend what was best for me and the baby. [18]
Women acknowledged that not everyone desires the same experience, or the same
level of control, but they almost all believe it is important for the woman to have a choice
over these things. If a woman wants to leave everything up to her doctor, that’s her right,
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and a choice that she makes. However, if she wants more control than that, she should
also be able to choose that control and to choose a location and caregiver that will afford
her that control. Several woman mentioned how mentally and emotionally important it
can be – even for the rest of her life – that a woman feel that she actively participated in
bringing about the birth experience she desired.
Emotional and physical outcomes of the women’s own births
Women remember their birth experiences for the rest of their lives, and so the
emotional and physical outcomes of those experience can be very important. In the realm
of outcomes, there is quite a difference between the planned natural birth group and the
intervention-heavy birth group. Of the 18 women who had natural births, 89% reported
an emotionally positive outcome, and 89% reported a physical positive outcome. Zero
reported either an emotionally negative or physically negative outcome. Of the ten
women who had intervention-heavy births who answered these questions, 20% reported
an emotionally positive outcome, 40% reported a physically positive outcome, an
astounding 60% reported an emotionally negative outcome, and 30% reported a
physically negative outcome. The quotes in this section will be divided by natural birth
and intervention-heavy birth.
Women who have had natural births
Women who have had natural births answered thusly regarding their own natural
births:
Emotional benefits? “Yes, definitely. And I think being able to not be drugged,
holding the baby immediately and being able to get up and move around an all of
that was very helpful, rather than being strapped down and paralyzed. Well, half
paralyzed. And having to go to recovery and all that, and being doped up.”
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Emotionally disadvantaged? “No, except for the grief some the hospital staff gave
me for wanting to do it naturally, for refusing to even be hooked up to an IV.”
Physical benefits? “Well yeah, I think any time you have a lot of drugs in your
system, it’s not good. And I don’t believe that the drugs aren’t transmitted to the
baby. And I think the baby’s much more alert [without the drugs]. And I think all
the benefits of being crushed through the birth canal, cleaning out the lungs and
all that, is good for the baby.” [2]
Emotional benefits? “Yes, definitely, there’s a strong attachment, because there’s
never been any separation. And I think more attachment creates more confidence
in the world, and less fear to step out there and try something because you know,
you have your mother and your parents there. It could be so minute that we never
really have hard research on it, but it makes a lot more sense to me than having
your baby cry because you’re not there because they’ve taken him away right
away.”
Physical benefits? “I think yes, I think having a planned natural birth is a benefit
because my babies were so large, I would’ve had a C-section in a hospital, no
doubt, so I think that’s a good physical benefit, not to have one. And also, in a
hospital they cut the cord immediately, but there’s been research showing the
baby’s still getting blood for a little bit after birth, and in my births they were
attached for about 20 minutes each after.” [4]
Physical benefits? “I definitely feel that I have physical benefits in that the
recovery time was less, I was able to be more active right away afterwards, I don’t
have, you know, the scars, so body image stuff. And then for the kids, I know
they’ve both been very healthy from the get-go. I know they both breathed well
right away, were really active.” [15]
Physical benefits? “That they were exclusively breastfed without any drop of
formula every in their life is a huge benefit.” [16]
Women who have had intervention-heavy births
Women who have had intervention-heavy births answered in this manner about
their own births:
Emotionally disadvantaged? “I do worry about the medications from my son’s
birth, you know there’s links from narcotics during labor that can lead to unsavory
things later during childhood and adulthood, so that’s in the back of my head. But
not yet, and no for my daughter [who was born during a natural birth].” [16]
Emotional benefits? “I don’t think so. I think, for me anyway, it was actually the
opposite. Because you know a lot of people say, when you have a C-section that
first moment of bonding is absent, and I definitely felt that, you don’t see your
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baby for two to four hours. It took several weeks for that big oxytocin bonding to
hit. But it didn’t affect him though, he’s very attached to mom.” [12]
Emotionally disadvantaged? “Yeah I think a little bit, just from not being able to
have him right after, or have any of the skin to skin or anything like that.” [17]
Emotional benefits? “I think my baby benefitted because I was more comfortable
and confident in that setting and I had a great recovery period in the hospital
which allowed me to spend more time bonding with her and less time stressing.”
Emotionally disadvantaged? “Not at all!”
Physical benefits? “I don't know how it would differ from a natural birth, but I
think we were both taken care of very well at the hospital which made my
recovery faster and gave her a great start!” [18]
Many of the women did not feel any long-term emotional or physical effects
either way, but many did. Some of the women who had intervention-heavy births
experienced drawbacks from those very interventions, but none of the women who had
zero interventions reported any drawbacks. This indicated that the chance of having a
negative emotional or physical outcome increases with an increase in medicalization.
Most positive and negative aspects of the women’s births
This more personal section explores the most positive and negative aspects of the
women’s own birth experiences. These are varied and fascinating, helping to illuminate
the kinds of things women remember – and the things that are important to the women –
long-term, even years after the birth.
Women who have had natural births
The most positive aspect: “Knowing that it was me that did all the work, of course
with the support of everyone around me, but it wasn’t with the aid of any
medications or surgical procedures. Also the feeling of joining the club and doing
it the way it’s always been done.”
The most negative aspect: “The pain.” [1]
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Positive: “Well, I felt like I was in control. Because I didn’t have any pain
medication I could kind of follow my own progress very easily. And I was much
more able to reasonably make decisions.”
Negative: “There really weren’t any except for the doctor being a dickwad [about
wanting a natural birth]. He wasn’t even my doctor, he was the one on call. The
nurses though, were all for my natural birth.” [2]
Positive: “Really being able to feel, and really experiencing the baby coming
down through your body and out into the world gives you a stronger appreciation
for life and the process of life, and how it comes about. It’s also very
empowering, personally, to feel like you’ve accomplished that, from beginning to
end, you know when you’ve really experience birth and labor. Also, especially
with [my son’s] birth, my hands were on him before anybody else, I caught him,
that was really special, because he was with me for so long, and to have someone
else catch him and take him right away, I think that’s not good for the sense of
responsibility that a mother really needs to have for her children.”
Negative: “Well I definitely could’ve done without the unmedicated stitching of
the perineum.” [4]
Negative: “I’m not a big fan of being semi-naked in front of other people, so that
part. The semi-naked yucky physical parts in front of other people.” [13]
Positive: “There’s such a sense of empowerment, and such a connection with
your child, but also with all of the other women in the world, and with all of your
ancestors. There’s just a greater understanding of all of the… the importance of
life and just the grandness of life. It’s a really amazing, out of body experience
that you know women have experienced for millennia. And I think trying to
distance yourself from that, like consciously distancing yourself from that by not
experiencing it fully, is not good. Also, the recovery time for a vaginal birth is so
much quicker, the risk of infection goes way down, there are studies about lung
development in infants that are vaginal birth versus C-sections, and they’re less
likely to develop things like asthma and breathing problems. And then there’s this
sense also of trust, trusting that you know your body and that it can handle it, I
guess that goes with empowerment.”
Negative: “It’s scary. Definitely a frightening time. Beforehand… the first time
was traumatic enough that it was hard for me to get my head around having
another child. That’s really it.” [15]
Positive: “Immediate breastfeeding and bonding with both, and skin to skin like I
wanted, and spontaneous labor with both like I wanted without an induction.”
Negative: “With my daughter I needed more emotional support and didn’t have it.
And in hindsight I question a few of the things my midwife did. Or didn’t do.”
[16, second birth natural]
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Women who have had intervention-heavy births
Negative: “The residual pain from the epidural, including at the injection site, and
I had tailbone pain for months and months because I was so numb I couldn’t feel
that I needed to change position, so I was on my tailbone for too long. And I
didn’t get the flood of oxytocin after [my son’s] birth because of the drugs, so I
feel like I missed out on that initial birth high and bonding with him.” [16, first
birth intervention-heavy]
Positive: “The hypnobabies training that I underwent has helped me enormously
even since then. I have an anxiety disorder and depression and it’s really hard for
me to get to sleep anyway. And when I started the hypnobirth training, I learned
how to relax in a way that I could just relax at a moment’s notice, and within a
month or two of starting the training I was sleeping better, and still am. And of
course having a healthy, big baby was good too.
Negative: “Recovering from surgery was definitely the least positive. I was not
prepared for that, I’d never had surgery before in my life, and I wasn’t prepared to
not be able to do just simple things I can usually do. And being told I needed a Csection in the first place, I was very unhappy about that, that was very negative.”
[12]
Positive: “It was positive that I was better able to tolerate the pain during delivery
[because of medication].”
Negative: “I think my baby was drowsy and I was drowsy from the pain meds.
My baby also had latching difficulties and was jaundiced, possibly due to being so
drowsy in her first few days.” [14, intervention-heavy]
Positive: “I guess [the doctors and nurses] seemed to be really knowledgeable,
they knew what they were doing.”
Negative: “The most upsetting thing I think I can think is I didn’t get to hold or
see [my son] very long before they took him away, so I didn’t have control of the
situation, I didn’t have control over spending time with him or anything, they just
took him. And the bedside manner, in terms of being provided information about
what was going on with [my son] was shitty, to say the least. Providing
information was very short, they didn’t explain anything or let us know what was
really going on.” [17]
Positive: “In my experience I liked having medical information available to me,
such as seeing my contractions on a monitor before I could feel them. I was also
happy to have the epidural for the time that it worked.”
Negative: “After my contractions became painful I took Nubain with the thought
that I might not need the epidural. I ended up really disliking the way the Nubain
made me feel. I was woozy and tired and had a hard time keeping my eyes open. I
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believe it also made it harder for me to feel when my contractions were really
beginning and ending which made it difficult to push effectively. In the future I
would be fine with an epidural but I would not take Nubain again.” [18]
One woman mentioned her discomfort at being naked in front a strangers, which
indicates the need for women to be comfortable in their labor environment. Several
women mentioned the amazing and empowering sense of connection they had with all of
the women who have given birth at least mostly naturally for millennia. A couple of the
women who have had intervention-heavy births did not have much positive to say about
the experience itself, other than coming out of it with their baby. Poor medical care left
several women with a very unpleasant memory of the experience, tainting the memory of
the birth. The women who tended to have the most intense positive memories, especially
emotional and psychological memories, are those who had natural births, and those who
were able to have a great deal of control over their experience.
Participants’ desires for the future
This section explores the choices women would make concerning birth location
and attendant were they to become pregnant in the future. None of the women who had
used a midwife or had an out-of-hospital birth in the past said they would want a hospital
birth or use a doctor in the future. One who had used a midwife and given birth in a
hospital said she would want to use a midwife in a freestanding birth center in the future.
Of the 18 women who have had natural births, 89% desire a midwife in the future, 11%
desire a doctor, 22% desire a home birth, 67% desire a freestanding birth center, and 11%
desire a hospital. Nine women who had had doctor-attended, hospital-based natural births
said they would want to use a midwife in a freestanding birth center in the future.
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Of the 12 women who have had intervention-heavy births in the past, 67% said
they would feel most comfortable in a hospital in the future, for safety reasons, though
two of those women said they would prefer to be attended by a midwife in the hospital,
rather than a doctor. Seventeen percent said they would prefer a freestanding birth center
though they would still want to be attended by a doctor, and another 17% (2 women)
even said they would prefer to try a home birth next time, attended by a midwife. Half of
the 12 women wanted to change their birth circumstances in one way or another, while
half would leave everything the same from their prior birth(s). Of the 12 women, 33%
desire a midwife in the future, 67% desire a doctor, 17% desire a home birth, 17% desire
a freestanding birth center, and 67% desire a hospital.
When all 30 women are grouped together (keeping in mind the sample is
weighted toward those who have had and desire natural births), 67% desire a midwife in
the future, 33% desire a doctor, 20% desire a home birth, 47% desire a freestanding birth
center, and 33% desire a hospital.
Women who have had or are planning natural births
Following is a sample of the responses from the women who have had natural
births when asked first, what kind of attendant they would prefer in the future, and
second, what setting would they prefer to give birth in:
A midwife. Because I don’t have any particular health concerns that would make
me feel like I’m going to need any particular interventions. And I feel like a
midwife would be much more helpful and present. And supportive. I don’t know
[about setting], probably a free-standing clinic. Just because they would have all
the equipment there for stuff. I’d be kind of interested in a water birth at this
point, and I don’t know that our tub or setting up a pool in our house would be
reasonable. I always wonder, whose job is it to clean up afterward. [2]
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If there was a midwife available, I’d really like to try that, but there isn’t one
available in the area, and I know they’re struggling to even be legal. Which is
mindboggling to me. Even if I was to have a home birth I’d want to know a
hospital was nearby in case something went wrong, to have that safety net. If
there was a birth center nearby, that would be my choice. And the hospital has
worked [in the past], but it’s not easy to have a natural birth there. You have to be
really proactive and have a supportive partner, and even then, procedures were
done without my permission. [15]
Midwife. I love midwifery care, the model of care that assumed the baby’s
healthy unless there’s a problem, rather than looking for a problem. And my kids
get to be there, and it doesn’t matter when I go into labor, how long the labor
lasts, it’s whatever me and my baby need to make the birth happen. [I’d want a]
home birth. I’m low risk, and unless complications arise I don’t feel like I need a
hospital. [16]
Women who have had intervention-heavy births
Following is a sample of the responses from the women who have had
intervention-heavy births:
I think I would still go with a doctor, because I just have the, this is really bad for
being a nurse to have this perceptions, but I just feel that midwives are less
medical, and just more about the situation as whole, the mom as a whole, and they
take longer to perform interventions. [I’d want] a hospital birth, because I’m
comfortable in that setting. I totally understand why a lot of people are not
comfortable in that setting, but I’m here for my entire work life, and I know how
things work and how people work and how things are done here, so I’m just
comfortable in a hospital setting. [3]
I would definitely go with a midwife. I think I would do home birth. Well I feel
like, first there’s the financial benefits, and also, I mean you’re in your
environment, you’re in your surroundings, you’re not going to feel uncomfortable
to get up and walk around or get in the bathtub. And the baby’s born in their
environment. I just think with a birth center my modesty would kick in, and I
wouldn’t want to get up [and walk around]. [5]
At this point I guess an obstetrician would [be best for me], mainly because of the
C-section and the hypertension, I think I’d want to have that resource at hand. If
we had a freestanding birth center, that would be awesome, that’d be best for us.
One thing I wanted was a birthing tub, but the hospital said no, they’d just
renovated and their insurance wouldn’t cover it, but at birth centers they have
those. [12]
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[An] OBGYN because they have medical training, and a hospital because of
immediate access to medical care if needed. [22, intervention-heavy]
I think I would try a midwife, to have a different experience than what I had. I
think I would still do a hospital, just in case anything happens that shouldn’t, there
are people readily there that can at least do something, instead of having to travel
from the house to the hospital or whatnot, at least you’re there. [17]
In these responses, there is a clear trend to move down the medicalization ladder.
That is, none of the women who had used a midwife in the past desire to move up the
medicalization ladder and use a doctor, while several of those who had used a doctor in
the past desire to move down the ladder and use a midwife in the future. None of those
who had an out-of-hospital birth in the past desired to move into the hospital, while
several of those who had hospital births desired to move out of the hospital in the future.
The point here is that midwifery and out-of-hospital births, that is, more holistic, less
medicalized births, are valid options that many women truly want and desire access to.
Perceptions of the safety of home birth and hospital birth
Women were asked what they thought of the safety of home birth and of hospital
birth, assuming all attendants are highly trained and mothers are reasonably healthy. Of
the 18 women who have had a planned natural birth (keep in mind these women have
given birth in hospitals, at home, and at freestanding birth centers), 89% believe home
birth is safe, 11% believe home birth is sometimes safe, and none believe home birth is
unsafe. Of the 18, 22% believe hospital birth is safe, 22% believe hospital birth is
sometimes safe, and 56% think hospital birth is unsafe.
Of the 12 women who have had intervention-heavy births, 50% believe home
birth is safe, none believe home birth is sometimes safe, and 50% believe home birth is
unsafe. Of the 12, 42% believe hospital birth is safe, 58% believe hospital birth is
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sometimes safe, and none believe hospital birth is unsafe. Unsurprisingly, women who
have had planned natural births have more faith in home birth, while women who have
had intervention-heavy births have more faith in hospital birth. Surprisingly and
encouragingly, however, half of the women who have had intervention-heavy births
believe that home birth is generally always safe.
Women who have had or are planning natural births
Home birth: “Um, I feel that it’s just as safe as being in a hospital, just because I
work in the medical field, the lack of sterility worries me a little bit. But the
nature of the pregnancy, as long as it’s low risk, I don’t know why it wouldn’t be
as safe as being in a hospital, as long as your prepare correctly.”
Hospital birth: “I would say it has the appearance of safety, because all of the
interventions are available to you, and obviously if they’re offering them it seems
they’re prepared for any eventuality. But at the same time, all of these things have
the possibility of complications, or unforeseen reactions, so I guess it’s a doubleedged sword you could say. Obviously you always hear the horror stories of
things that are supposed to help you making you worse.” [1]
Home: “I think it’s very safe. I think it’s probably safer than a hospital because
you’re a lot less likely to have interventions that you don’t need.”
Hospital: “I think there’s a much higher risk associated with interventions, even
the basic ones like an epidural or episiotomy.” [2]
Home: “I think it’s absolutely safe.”
Hospital: “Very dangerous. So dangerous I was willing to say I’d have my baby
at home without even really knowing about that before, with my first baby.
Because every intervention has a list of side effects, and with every intervention
you do, the more you need, so with every additional one there’s more side
effects.” [4]
Home: “I’d say for a woman who’s had more than one child and being
experienced, it’s probably just as safe as a hospital. But for the first one I
wouldn’t want to have it at home, probably a birth center would be the safest. And
if you have other kids around… I don’t think kids should see their parents in pain,
even if it’s a good pain.”
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Hospital: “More unsafe. It depends upon the physician, it depends the
intervention-heavy part, my OB says the safest route is to do as little as possible,
so less intervention is safer.” [13]
Home: “I follow what the research says, that if your midwife is highly trained and
skilled and there’s continuity of care in the case of a hospital care, then it’s as safe
if not safer than a hospital birth.”
Hospital: “I think there’s a lot of risks to each intervention, and that informed
consent is a must, and that it’s rarely practiced in its truest form in a hospital.”
[16]
Women who have had intervention-heavy births
Home: “My perception is that it’s not very safe only because I’ve seen and heard
of so many things going wrong during labor where it’d be safer for the baby and
mom to be in a medical place to have access to medical equipment, an ER,
vacuum, etc., and you can’t see the baby’s heart rate without the monitors or
anything, and I have a feeling it might not be as clean for the baby.”
Hospital: “I feel like that’s probably the safest that you can be, depending on the
doctor and the facility you’re in. I do think that there’s a lot of interventions that
are done maybe prematurely but that don’t necessarily jeopardize the health of the
mom or the baby.” [8, intervention-heavy]
Home: “Oh I think it’s perfectly fine.”
Hospital: “I think it’s safe in terms of you have doctors and trained staff, however
I think it’s unsafe in the ways they restrict you, because it’s not really the natural
things that your body should be doing. So I guess, they set you up more for failure
and pain.” [5]
“I think a hospital birth is always safer than a home birth because even with a low
risk pregnancy, something can go wrong. I get this info from personal experience.
My mom had a low risk pregnancy with my brother and he needed open heart
surgery when he was born.” [14]
Home: “I consider mid-wife attended home birth to be somewhat risky. I have a
friend who planned a home birth and ended up with a very scary labor and
delivery that ended with her being transported to a hospital and having a Csection.”
Hospital: “I know that there can be complications with physician-attended
hospital births as well, but I think of them as being completely safe a majority of
the time.” [26, intervention-heavy]
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When asked, these women said that they formed these opinions from information
gleaned from internet and book research, pregnancy and parenting classes, friends and
relatives who had also given birth or work in the medical profession, and just the general
culture around them. One referred to the common fear of the cascade of interventions that
can happen, which is discussed in the literature review of this paper. It is not uncommon
for one intervention to necessitate another, which necessitates another, and before you
know it you are having a very intervention-heavy birth when you did not want or need
one. However, many women acknowledged the safety factor of having an abundance of
medical care at your fingertips in the hospital.
Doula experiences
Doulas interviewed were asked profession-specific questions. Here are some of
their responses to why they entered the profession and what they gain from the work:
I saw so many women who were smart and would’ve chosen natural birth if they
knew about it, if they were introduced to it. And I know so many women who felt
inadequate emotionally because of all of their interventions. And I know not all
marriages are as supportive as mine, so having that person, that doula is really
important to me, to have that available. I get kind of a contact high, because when
a woman gives birth there’s a huge rush of endorphins, and I kind of feel that too,
just being in a the room. And it’s an honor to be a part of that, it’s such an
exciting time, the most important time in our lives, and I get to be a part of that –
without having to feed all those mouths – so I like the social aspect. I also get paid
for it, so the little bit of money is good too, though it’s not my primary reason. [4]
I became a doula because there’s a real lack of resources in Mississippi in general,
but specifically here in the Golden Triangle, and that emotional support, no matter
what kind of birth the woman’s planning, it positively impacts the entire
experience. It makes me feel good to see when everything goes perfect, to see
how perfect birth can be, and how easy it can be with that support. And when it
doesn’t go as planned, to know that I’m there to help emotionally, physically, to
support whatever the family needs with the woman and her partner, to know that
I’m there, and to provide the follow-up care after birth. [16]
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They were also asked what they believe women gain from their services as
opposed to those of other caregivers; here are their responses:
Well they get the emotional nourishing and friendship out of it, and like, an
OBGYN is trying to sell you something, where a doula’s there really just for
support. And I don’t have an agenda [as opposed to doctors], my agenda is just
what kind of birth they want. And then what they choose, I support them in that
all the way, while a doctor wants you to go a certain way, and will try to make
that way happen. While I’ll give you all the options unbiasedly. [4]
Confidence. I can help instill confidence. And unbiased research based
information, which isn’t always what you get from an OBGYN. [29, natural,
hospital, OBGYN, is a doula]
Doulas enjoy helping women through birth, something they know women are
perfectly capable of handling. If women choose a hospital birth, or a home birth, or to use
a midwife, or a doctor, the doula is there to support the mother. She makes sure the
mother is completely informed, hopefully giving the mother unbiased information, and
helps the woman have a positive birth experience regardless of what exactly that
experience entails. As one doula said, they are particularly important if the mother does
not have a partner, or a partner who wishes to be particularly involved. Ideally, all
women would have a doula their births, but more realistically, all women should at the
very least have access to their services.
Conclusion
As with the quantitative results, there are clear differences in beliefs,
philosophies, desires, and experiences between the two groups. This chapter, however,
allows us to delve deeper into the specifics of each woman’s story, showing us that there
are differences and similarities to be found between all manner of women. Occasionally,
there were more similarities between an intervention-heavy woman and a natural birth
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woman than between that same natural birth woman and a second natural birth woman.
Qualitative research allows us to see not just that women in both groups reported positive
and negative outcomes, but the specific nature of those outcomes and the experiences that
led to them. The details are what allow us to analyze the personal experiences, and to
really appreciate the women’s thoughts and feelings and wishes, thus understanding their
yearnings for choice, control, and a good outcome, all of which the women almost
universally desired.
The following chapter further discusses the study and presents a conclusion.
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DISCUSSION AND CONCLUSIONS

Limits to the study
There are some issues with the sample that limits the explanatory power of the
data. The extensive snowball sampling means that many of the women interviewed were
connected to one another in some way. For this reason, it is possible that most of the
women in the sample share similar backgrounds and beliefs, biasing the results toward
their point of view, or their subculture, if there is one. In addition, though it is typical for
focused cultural anthropological studies to involve around thirty informants, a larger
sample, and a more diverse sample (that is, a more socially diverse group of women
living in northeast Mississippi), could provide less biased and less limited results.
Aims
The aims of this research were to explore the self-reported ways in which and the
degree to which alternative birthing practices in northeast Mississippi, such as home,
freestanding birth center, or hospital-based planned natural births, affect (physically,
mentally, or emotionally) both the women who experience them and the children of these
women, as well as to explore the reasons women choose to pursue planned natural births,
and why they prefer to give birth either at home, in a freestanding birth center, or in a
hospital.
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It is clear from the data that alternative birthing practices, most broadly planned
natural birth, benefit women who undertake them. Emotional and physical benefits
expressed by the women who had had planned natural births include having no drugs in
their systems, having a faster recovery time, having skin-to-skin contact immediately
after birth, and being able to move around because they were not hooked up to an IV or
monitors for the duration of their labors. None of the women interviewed who had
experienced natural birth expressed a desire for more medicalization in future births, yet
many of the women who had experienced highly medicalized births expressed a desire
for a more natural experience in the future. Many of the women who had had
intervention-heavy births experienced negative side effects, both physical and emotional,
from the interventions. Sometimes the negative side effects were simply from the hospital
atmosphere. Negative effects expressed by the women include not seeing one’s baby for
over an hour after having a C-section, having tailbone pain for months after the birth
because her epidural prevented her from being able to tell when she needed to shift her
weight, and several bad experiences with the narcotic pain reliever Nubain that left the
women feeling drowsy and confused. Only women who had given birth in a hospital
expressed a desire for a different location in the future; those who had given birth at
home or in a freestanding center did not wish to have hospital births in the future.
This ties back to Waldenstrom and Nilsson’s (1993) Swedish study, which
compared satisfaction ratings of women who gave birth in an in-hospital birth center with
those of women who gave birth on a standard obstetrics ward. Their study found that
80% of the birth center women gave their experience the highest satisfaction rating
possible, as opposed to only 50% of the women on the obstetrics ward, and 90% of birth
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center women would prefer the birth center in the future, as opposed to less than 50% of
the ward women who would prefer the ward again (1993). These results, in addition to
this study’s results, imply that women’s needs are not being fully met in the typical
obstetrics department. In addition to this, while one woman (in this study) who had used
a midwife said she would use a different midwife in the future, she would not switch to
an OBGYN. All of the other women who had used midwives said they would do so in the
future. Several of the women who had used OBGYNs would prefer to switch to a
midwife in the future.
The women who had given birth outside of the hospital setting had various
reasons for doing so. These included desiring more control over their births and their
bodies, desiring the freedom to do as they wished during labor, and being wary of the
many interventions they feared would be pressed on them in a hospital. These findings
agree with Leavitt’s (2009) conclusion that women desire a level of control that is hard to
come by in hospitals. Many women in this study said they disliked the idea of drugs
during labor not just because they can affect the baby, making it lethargic and causing
latching problems while breastfeeding during the first few days, but also because they
inhibit the brain from releasing the hormone oxytocin, which helps women get through
labor and causes that explosion of love and bonding many women (though not all) feel
upon seeing their newborn for the first time. Several of the women who had planned
natural births in hospitals reported tension with the staff, who made it clear that they
disapproved of natural birth and thought it either an unnecessary bother, dangerous, or
both. Several of the women who had had home births discussed simply wanting to be in a
comfortable, familiar environment in which they already felt in charge. These women
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tend to view birth as a natural rite of passage as opposed to a medical event, an attitude
that Mansfield (2007) and Wertz and Wertz (1979) tied to out-of-hospital birth in their
examinations of birth culture. It is not surprising, then, that these women would consider
an out-of-hospital birth in the future.
Most of the women who had and desired hospital births, whether planned natural
or intervention-heavy, did so for safety reasons and to be reassured. Many women feel
more secure in an environment in which they believe any possibility can be dealt with,
and many say they would only feel comfortable and confident giving birth in a hospital.
Wilson and Sirois (2010) examined how women actively seek out caregivers who suit
their own personal birth philosophies and desires. Thus, a variety of caregivers should be
available to these women, who are actively working toward making their experience one
they will look back on fondly. Many women in this study expressed their disappointment
in the lack of options available to them, proving that women are powerful actors in their
own birth stories, many of whom do not simply go along with the prevailing cultural
norm without giving it any thought.
As far as desiring a natural birth, there was agreement among women in the
sample. Whether in a hospital or not, most of the women simply wanted to be fully
involved in – and oftentimes in control of – the birth of their children, to experience the
hard physical and mental work of labor, to feel themselves pushing the child out, to have
immediate skin-to-skin contact, perhaps to even catch the child themselves. Words
commonly heard during these interviews included ‘accomplishment’, ‘empowerment’,
‘hard work’, ‘joy’, and ‘bonding’. Many of the women who had had hospital births
expressed dismay at their child being whisked away moments after birth. For instance,
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one woman was confident that this early and immediate separation is why it took her
weeks to finally bond properly with her son. While many women who had interventionheavy hospital births reported positive experiences, it is clear that alternative options are
desired and should be readily available so that all women, regardless of how they
envision a successful birth, can have a positive experience.
Hypotheses
There were four hypotheses driving this research, and each will be discussed in
turn here. The first hypothesis is that there is a shared cultural model, with some
intracultural variation, of a positive and appropriate pregnancy and childbirth experience
among women living in northeast Mississippi. Even though there is not a single, shared,
overarching cultural model of a good pregnancy and birth, the data do support this
hypothesis on more specific domains. This hypothesis was tested with the two
dichotomous rating tasks and the one ranking task the last 20 women interviewed
completed. The two rating tasks, in which women were asked to first sort the terms into
those associated with planned natural birth and those not associated with it, and second,
to sort the terms into those that benefit or are associated with the mother and those that
benefit or are associated with the child, show strong consensus. In these objective cultural
categories, the women largely agreed on which terms belonged in which pile. For
example, when completing the mother or child task, almost all of the women sorted
“electronic fetal monitoring” into the child pile, while almost all sorted “midwife” into
the mother pile. When completing the planned natural birth or not task, all of the women
sorted “freestanding birth center” into the planned natural birth pile, and most of the
women sorted “hospital” into the not pile.
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The ranking task, however, did not show consensus, but there is a probable
explanation for this. The ranking task required that the women put the terms in order of
most to least important for having a successful pregnancy and birth. There is at least
some evidence that there are two competing models at work here. It appears that one
model is driven by women who value hospital births, while the other is driven by those
who value home births. The women who highly value medicalized birth, and especially
those under the impression that anything else is unsafe, unsurprisingly put terms such a
midwife, doula, and freestanding birth center at the very bottom of the pile (least
important). On the other hand, the women who highly value natural birth and see birth as
a normal and not a medical event placed those same terms at the very top of their piles
(most important). The women grouped the terms similarly when asked more specific
questions about their cultural model (e.g., “is this part of a planned natural birth or not?”),
thus there is enough shared knowledge to say that there is a single shared cultural model
of 1) what constitutes a natural birth and 2) what is good or healthy for the mother versus
what is good or healthy for the child. Women did not have this same consensus when
asked to place value on those terms (i.e., rank the terms). This is not surprising
considering that women with different birth experiences and beliefs were purposively
sampled in order to include a range of perspectives in the study. This shows that different
women desire different things for their pregnancies and births and thus should have
access to an array of options. There is clearly a shared cultural model concerning just
what pregnancy and birth are, what is involved in them (i.e. what kinds of terms and thus
concepts are associated with pregnancy and birth), and how they generally play out.
There is not, however, one ideal way to experience pregnancy and birth in this culture.
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The data indicate that while there is a single cultural model in terms of how
women classify and categorize aspects of childbirth, how women actually want to
experience the process varies. Women’s desires run the gamut from highly medicalized
to completely natural and include everything in between, and this is the intracultural
variation predicted in the hypothesis. There is one basic model of what pregnancy and
birth entail, but variation in the specifics women desire, as evidenced by Wilson and
Sirois (2010), who, by pointing out that women seek out caregivers who suit their own
philosophy, made it clear that there are different philosophies even within one
overarching cultural model. This is an issue future researchers could look into. There is
limited evidence for two competing cultural models of childbirth, and it would be
interesting to examine what social lines the two models break along, and to consider how
this may influence the types of services that are available to different women in different
areas.
The second hypothesis is that women who experienced a planned natural birth
will report that they and their children benefited from it both emotionally and physically.
The data support this hypothesis. Eighteen women who have had planned natural births
were interviewed. Of these, 16, or 89%, reported an emotional benefit from the birth
experience, 16, or 89%, reported a physical benefit, and zero reported either an emotional
or physical drawback. These do not add up to 100 because some women did not feel they
were affected emotionally or physically either for the better or for the worse.
The third hypothesis is that women who experienced a planned natural birth will
report that the emotional and physical benefits derive from the opportunity to experience
the birth process in a safe, comforting environment where they feel they have control, and
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this is a main factor in choosing to plan a natural birth. This hypothesis is not supported
by the data. Women had a wide variety of reasons for why they benefited from their
births and for why they chose natural birth. These reasons do include a sense of control
and a safe, comfortable environment, but only a few women mentioned these things. This
does not, however, mean that these were not reasons for the other women, just that they
did not mention them during the interview. Reasons given for choosing and benefitting
from their natural births include: having control, being able to relax, the sense of trusting
one’s own body, the feeling of connection with all other women who have given birth
naturally, empowerment, really feeling the birth progress and feeling yourself give birth,
breastfeeding is easier (drugs during labor can cause latching problems), uninterrupted
bonding after birth, and a shorter and easier recovery. One woman summed up how many
women felt nicely, “Knowing that it was me that did all the work, of course with the
support of everyone around me, but it wasn’t with the aid of any medications or surgical
procedures. Also the feeling of joining the club and doing it the way it’s always been
done” [1]. Reasons women gave specifically for not choosing a highly medicalized birth
included their feeling that the drugs used during labor are unhealthy for mother and child,
there are more physical risks (each intervention presents more risk), the hospital is
uncomfortable, the hospital is unsafe, hospital birth feels unnatural, and that they had a
medicalized birth previously and did not like the interventions. One woman specifically
said she did not want an epidural or a blood pressure cuff the second time around.
The fourth hypothesis is that women who have had a planned natural birth will
report a more positive experience than those who have not had a planned natural birth.
The data support this hypothesis. To test this hypothesis, an ANOVA was run on the
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emotional and physical outcome data. The ANOVA looked at the emotionally positive
score of both groups, the emotionally negative score, the physically positive score, and
the physically negative score. There were statistically significant results in each of the
four tests at the .05 level, indicating that those who had a planned natural birth reported
significantly better emotional and physical outcomes. The emotional outcomes were most
significant, indicating that planned natural births benefit women the most on the
emotional side of the experience.
When one looks at percentages of women in the study, the significance of the
emotional and physical outcomes results is evident. While 89% of those who had had a
planned natural birth reported an emotionally positive outcome, only 20% of those who
had had intervention-heavy births reported an emotionally positive outcome. While 89%
of the natural birth women reported a physically positive outcome, 40% of the
intervention-heavy women reported the same. None of the natural birth women reported
an emotionally or physically negative outcome, but 30% of the intervention-heavy
women reported a physically negative outcome, and 60% reported an emotionally
negative outcome. This is not too surprising when one looks at the complaints women
had about hospital birth, including not feeling in control and feeling that the medical staff
was not including them in the process or even really telling them what was going on. But
it is too many. Ideally, no woman would have an emotionally negative outcome from her
birth experience.
Where to go from here
This study adds to the body of research concerning the natural birth and birth
choice movements and it adds to the literature on the self-reported physical and
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emotional effects of alternative birth practices and the benefits of informed choice. The
public should be educated about the options of midwifery and out-of hospital births, and
educated about the validity of them as options alongside obstetrician-attended hospital
births. Hospitals should become more midwife-friendly and be “reformed to
accommodate natural childbirth, even if it [means] rebuilding the entire physical space to
include birthing rooms or to relocate labour [sic] suites,” in order to provide women with
more options (Arney and Neill 1982:16).
Women should have the right to choose where and with whom they give birth.
Assuming an adult American has health insurance (which is an issue outside of the scope
of this paper), they have control over medical decisions in many other situations. If
someone is diagnosed with cancer, for example, they are free to choose whether to go
through treatment or not. If they choose treatment, they are free to choose biomedical
treatment and/or any of an array of alternative medicinal treatments. Women should have
control over their own reproduction, and as such, they should be provided with the rights
and information to make choices based on both informed consent and informed refusal
(Goer 1999:346). As LaPoint (2011:44) asserts, “there is a set of risks that a mother takes
when birthing in a hospital. There is a set of risks she takes when birthing at home. The
essence of freedom mandates that the choice of which risks are taken be in the mother’s
hands…”
Not only should the public be educated about their options, but they should have
options. This is where the issue of informed choice comes into play. Informed consent is
well known, and the women who participated in this study gave informed consent before
their interview. They were given information, and then given the option to participate.
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Informed choice, however, requires there be easy access to complete, unbiased
information about multiple options, and ideally these options will be equally accessible.
As many of the women in this study pointed out, even though they may have desired an
out-of-hospital birth or to be attended by a midwife, either geography or finances (many
insurance plans will not cover anything but hospital birth) prohibited these options. They
had little choice in the matter, and thus had little control over their own experience,
something this study has found most women desire. Midwifery should be legalized and
regulated in every state, and more freestanding birth centers, which many women desire
as a happy medium between hospital and home birth, should be built.
The public also needs to be educated about the validity and safety of home birth
and midwifery, when done right. That is, high risk women should not have home births
(though still, it should be their choice), and midwives should receive training and
licensing. When a low risk woman gives birth at home attended by a licensed midwife,
she is just as safe, if not safer, than she would be in a hospital. Several of the women in
the study who only had experience with intervention-heavy hospital birth implied or said
outright that since midwives don’t have medical training, OBGYNs are safer. This,
however, is not necessarily the case, because while there are lay midwives with little to
no formal medical training, there are national licensing organizations that require
rigorous medical and practical training before granting midwifery licenses. This training
includes how to respond to complications. Throughout the course of this research, it has
become clear that many people are under the assumption that birth in a hospital is
perfectly safe because in a hospital, any potential complication can be immediately
addressed and rectified. This is not true. In many smaller hospitals, they may not have a
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blood bank adequate to save a hemorrhaging woman or an anesthesiologist available 24
hours a day. They may not have the surgeon necessary to save a woman whose labor has
gone wrong. This is not meant to scare anyone away from hospitals, it is simply meant to
point out that laboring women are not necessarily any better off in a hospital than they
would be elsewhere.
One issue that should be further examined is the discovery from the second
dichotomous rating task that there is a view of what is good for the mother during
pregnancy and birth and what is good for the child, and these are not always the same
things. For example, many women asserted that while they viewed EFM and prenatal
testing as beneficial for the child, they generally did not feel they were good for the
wellbeing of the mother. This rating task was the most difficult task the women
completed, they had the most trouble separating these two categories during interviewing,
yet it had the highest consensus. The implications of this mindset should be explored
further. How does it affect pregnant women, on a daily basis, that our culture tends to
view their health and wellbeing differently from that of the child they are carrying?
Conclusion
This research adds to the literature on current birth practices in the United States.
It contributes to a better understanding of the different birth options women have and
women’s opinions of those options, especially natural and midwifery-attended birth, in a
state with currently some of the poorest birth outcomes in the country and legally
ambiguous midwifery laws. This study shows that women in northeast Mississippi desire
options and control in their reproductive experiences. Even those who desire the societal
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norm, a medicalized hospital birth, indicated a desire to be able to make that choice, not
to be forced into it for lack of other options.
Findings indicate that there is a limited shared cultural model of birth, but strong
intracultural variation indicates that even within one culture, different women desire
different birth experiences. This is why choice is so important. Results show that women
who have a planned natural birth and women who are attended by midwives have more
positive birth experiences overall than those who have intervention-heavy hospital births,
and healthy women who have out-of-hospital births are no worse off, medically, than
those who give birth in hospitals. This indicates that though highly medicalized, doctorattended hospital birth is the norm in this country today, it is not necessarily the best
option for all women, the option that will give all women the most successful birth
experience. Thus, those options should be made available to all women who desire them,
and out-of-hospital birth and midwifery should be destigmatized through education and
through the publicity of positive birth stories, which has already begun to be done in
documentaries such as The Business of Being Born (Epstein 2008). This documentary
explores similar issues to those explored in this paper, and presents first-hand birth stories
about alternative births.
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APPENDIX A
INTERVIEW SCHEDULE
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Case ID:

Date:

___ Contacted through:

__ Age:

Signed Informed Consent? YES NO
Audio Recorded? YES NO
Over 18? YES NO (If “NO”, end interview)
Type of Interview: Freelist OR Pile Sort/Rating/Ranking
Category: Have had a natural birth
Have had only intervention-heavy hospital births
Planning a natural birth but have never had one
Midwife or doula (Since _____________)
1.

What is your occupation?

2.

What is your marital or relationship status?

3.

What is your approximate annual household income (take home)?

4.

How many people live in your household? What are their relationships to you?

5.
Where were you born (home, hospital, etc.) and with what kind of caregiver
(OBGYN, midwife, etc.)?
6.

How old were you the first time you gave birth?

7.

How many children have you given birth to? What are their ages?

8.
What location and caregiver did you use for each birth? Which were planned
natural births?
9.

Are you currently pregnant? If so, how far along are you?

10.
If a midwife or doula: How many births have you attended? What settings do
you/have you worked in?
Freelisting Questions:
11.

Tell me all the things that are associated with labor and birth.

12.
What do women need to have or do in order to have a successful, positive birth
experience?
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13.
What kinds of healthcare services/caregiver services are important for women
during pregnancy and birth?
Pile Sort (Terms generated from freelisting): Please sort these terms into as many piles as
you like, in any way you wish.
Rating #1 (Terms generated from freelisting): Please take these cards and make two piles,
separated into those terms associated with planned natural birth and those not associated
with planned natural birth.
Rating #2 (Terms generated from freelisting): Please sort these terms into two piles, those
that are most beneficial to or are associated with the mother and those that are most
beneficial to or are associated with the child during pregnancy and birth.
Ranking (Terms generated from freelisting): Please rank the terms in order of importance
for having a successful pregnancy and birth.
14.
What is your perception of the safety of a midwife-attended natural home birth for
a low-risk pregnancy? A physician-attended intervention-heavy hospital birth? Where did
you get the information that’s shaping your perceptions?
15.

What do you consider to be a planned natural birth?

16.
Where or to whom would you go for information about birth? About planned
natural birth or midwifery?
17.
In what ways are the mental and emotional health of the mother involved in
pregnancy and birth?
18.
In your opinion, do caregivers (doctors, midwives, doulas) generally consider
these during pregnancy care?
19.
Tell me about the reasons you decided to give birth in each of the locations in
which you did, and to hire the particular caregivers you used? What did you consider
when choosing a location and caregiver, what was important to you?
20.
Looking back, do you think you made the best or right decision for you in
location of birth and caregiver?
21.
Were any of your pregnancies considered high risk? Did you experience any
difficulties with any of your pregnancies or births?
22.

Did this affect your choice of location of birth and caregiver?
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23.
Do you believe planned natural birth benefits the women who experience it? Their
children? If so, in what ways?
24.
Do you believe OBGYN-attended hospital birth benefit the women who
experience it? Their children? If so, in what ways?
25.
so?

Do you believe planned natural birth negatively impacts women in any way? How

26.
Do you believe OBGYN-attended hospital births negatively impact women in any
way? How so?
27.
What aspects of natural/intervention-heavy birth did you find most positive/
beneficial?
28.
What aspects of natural/intervention-heavy birth did you find least positive/
beneficial?
29.
Do you feel that a midwife or a physician/obstetrician would better fit your needs
at this time (if you were to become pregnant)? Why?
30.
Do you feel that a home birth, free-standing clinic birth, or hospital birth would
better fit your needs at this time (if you were to become pregnant)? Why?
31.
Do you feel you or your baby gained any lasting emotional benefits from having a
planned natural/intervention-heavy birth? If so, what?
32.
Do you feel you or your baby were emotionally disadvantaged in any way? If so,
how?
33.
Do you feel you or your baby gained any lasting physical benefits from having a
planned natural/intervention-heavy birth? If so, what?
34.
Do you feel you or your baby were physically disadvantaged in any way? If so,
how?
35.
To what extent do you believe using a midwife, doula, or physician impacted your
or your child’s health or welfare?
36.
If a midwife or doula: Why did you enter this profession? What do you,
personally, gain from this work?
37.
If a midwife or doula: What do you believe women gain from your services as
opposed to those of other caregivers?
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38.
On a scale of 1-10, how important do you think a respectful, understanding
caregiver is to a birth experience?
1 not at all – 2 – 3 – 4 … 10 critically important
38.
On a scale of 1-10, how important do think a sense of control over the situation is
for laboring women?
1 not at all – 2 – 3 – 4 … 10 critically important
39.
On a scale of 1-10, how important do you think the environment in which a
woman gives birth is?
1 not at all – 2 – 3 – 4 … 10 critically important
40.
On a scale of 1-10, how important do you think choice over birth circumstances
(caregiver and location) is for women?
1 not at all – 2 -3 – 4 … 10 critically important
Why?
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